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Doctor, 


be your own 


Judge... 
try this 
simple test 


With so many claims 
made in cigarette adver- 
tising, you, Doctor, no 
doubt prefer to judge for 
yourself. So won’t you 
make this simple test? 


Take a PHILIP MORRIS and any other cigarette 


1. Light up either one first. Take a puff—get a good mouthful of smoke 
—and s-l-o-w-l-y let the smoke come directly through your nose. 


2. Now, do exactly the same thing with the other cigarette. 


You will notice a distinct difference between 
PHILIP MORRIS and any other leading brand. 


PHILIP MORRIS 


Philip Morris & Co. Ltd., Inc., 100 Park Avenue, New York 17, N. Y. 
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Paroxysmal Tachycardia in Infants. and Children 


SAMUEL E. Jr., M. D. 
Gerorce D. Jounson, M. D. 
Frep F. Apams, Jr., M. D. 


Paroxysmal tachycardia was once considered to be 
rather rare; but Hubbard! in 1941 reported 9 cases 
under 8 months of age and reviewed 19 cases under 
1 year of age. Since then a number of cases have been 
reported. In the past 3 years we have treated 15 cases 
of paroxysmal tachycardia in infants. 


The pulse of the normal infant varies from 110 to 
140, and with febrile illnesses or crying may go up 
to 170 or slightly more. It is therefore easy to under- 
stand why this condition may so frequently be over- 
looked unless specifically watched for. 


In a typical attack the infant seems at first fretful 
and may vomit shortly thereafter. The respiration be- 
comes rapid and usually diaphragmatic in character. 
After a few hours the complexion becomes almost 
ashen gray; the infant is very restless, irritable, and 
frequently vomits. The infant becomes febrile with 
fever as high as 103° (F) to 104° (F) without any 
cause other than tachycardia apparent. The pulse is 
180 or higher, entirely regular, and not varying with 
respiration, occular pressure or such like procedures. 
The procedures which may halt paroxysmal tachy- 
cardia are only rarely successful in terminating the 
attack in infants. In our cases the pulse was above 
200 when seen initially, in all but one case, and too 
rapid to count accurately. It is easy to see from this 
description of symptoms how commonly pneumonia 
may be diagnosed. If the condition persists the liver 
becomes enlarged, rales are heard at both bases, 
and chest x-ray reveals the lung fields congested and 
heart enlarged. Unless the attack terminates spon- 
taneously or by specific therapy the infant will die 
of cardiac failure, usually after several days. This 
condition may or may not be associated with other 
illnesses. 11 cases of the 15 reported responded well 
and appear entirely normal. 


The treatment which has given the best results as 
reported by others and used by us has been either 
digitalis or one of its extracts. The product we found 
most simple to use was “digitaline nativelle”* a solu- 
tion of digitoxin. This was given as oral drops and in 
some cases vomiting seemed to interfere with its 


effectiveness. The dosage used by us has been rather 
°Varick Pharmacal Co. 


empirical; the initial dose being 0.02 mgm per kilo- 
gram of body weight. This was followed in 12-16 
hours by either the same dose or a smaller dose de- 
pending on the initial response. If after another 12-24 
hours the heart rate continued at its rapid pace 1 /6 of 
the original dosage of digitalis was given. 


REVIEW OF CASES 


Case 1. 


C. V.—White male age 4 months, admitted to 
hospital 10-28-48 and discharged 11-1-48. Patient was 
full term, normal delivery, birth weight 934 pounds. 
Mother 26, living and well; father 25, living and well. 
No siblings, no familial diseases. On evaporated milk 
formula with vitamin supplement. 


3 weeks prior to admission he developed an upper 
respiratory infection which persisted. 4 days prior to 
admission his appetite fell off and 24 hours prior to 
admission parents first noticed very rapid grunting 
respiration and extreme fretfulness. 12 hours prior 
to admission he developed a fever and vomited twice. 
At time of admission the patient weighed 15 pounds 
11 ounces. 


Physical Examination: On admission examination 
revealed a fretful infant with an ashen gray color and 
rapid but not difficult respiration. The heart rate was 
too rapid to count accurately. No murmur was noted 
and sounds were of good quality. There was tender- 
ness over the liver, the edge of which extended to 
within 1 finger breadth of the right illiac crest. 


Laboratory: White blood cells 15,700, hemoglobin 
53%, segmented forms 85, lymphs 15. Urine showed 
a trace of albumen. Temperature 98.6° (F). 


The patient was placed in oxygen and given pheno- 
barbital for sedation. 0.14 mg. of digitoxin was given. 
The next morning the pulse was 180 but the respira- 
tion was still very rapid and the temperature had gone 
to 100° (F). Another 0.14 mg. of digitoxin was given. 
The third day 0.02 mg. was given and the pulse came 
down to 130. The infant was discharged in good con- 
dition. Weight at discharge was 15 pounds and 2 
ounces. 
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Case 2. 


B. J. T.—White male 8 months old admitted 1-19-49 
and discharged 1-23-49. Normal delivery, birth weight 
8 pounds, normal at birth. On evaporated milk 
formula. Mother 22, living and well; father 24, living 
and well. 1 sibling 2 years of age with pertussis. 1 
maternal aunt had epilepsy and a maternal aunt had 
cancer. 


4 weeks prior to admission the patient developed 
whooping cough for which he received hyperimmune 
human serum 2 days prior to admission. 1 day prior 
to admission he was given sulfa and penicillin because 
of severe vomiting and diarrhea. Because of extreme 
restlessness and fever he was brought to the hospital; 
vomiting still persisted. 


Physical Examination; Weight of child 15 pounds. 
An acutely ill cyanotic child with temperature of 
105.2° (F), rapid pulse, and audible respiration. 
Throat quite inflamed. There were scattered rales 
throughout both lungs. Heart rate too rapid to count. 
No murmurs were heard. 


Laboratory: White blood cells 17,600, segmented 
forms 46, lymphs 52, monos 2, hemoglobin 80%. 
Urine showed 1 plus albumen. 


Patient was placed in oxygen and given amytal for 
restlessness. O.14 mg. digitoxin was given. Patient 
was also given 300,000 units of procain penicillin. 
Approximately 5 hours later temperature was down 
to 101.6° (F) and child was sleeping. Pulse remained 
above 200 per min. and 12 hours after first dose of 
digitoxin a second, equal to the first, was given. 24 
hours after admission pulse was 120, respiration 35, 
temperature 100° (F). Oxygen was discontinued. Pa- 
tient continued to improve. 0.02 mg. of digitoxin 
was given daily for the next 2 days when patient was 
discharged in good condition. 


Case 3. 


W. C. $.—White male age 2 years admitted 3-26-49 
and discharged 3-28-49. Full term, normal birth. 
Birth weight 8 pounds. Breast fed with vitamin 
supplement. Immunized for diphtheria and tetanus and 
had had whooping cough at 1 year. Mother 29, living 
and well; father living and well; one sibiling living 
and well. 


2 months prior to admission child was given 
diphtheria antitoxin for severe sore throat. No culture 
had been done. In a few days the child had ap- 
parently completely recovered. 2 weeks prior to ad- 
mission he had 1 injection of penicillin for laryngitis 
which improved. 4 days prior to admission the mother 
noticed that pulsations in neck were very rapid. Be- 
cause this continued and the child tired easily he was 
brought to the office. 


Physical Examination; Examination showed a white 
child in no apparent distress. Weight 22 pounds, 
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temperature 100° (F). Lungs clear to percussion and 
auscultation, heart sounds too rapid to count. Sounds 
were of fair quality and no murmur heard. The liver 
was 4 finger breadths below the right costal margin. 
Spleen was not felt. 


Laboratory: White blood cells 16,000, segmented 
forms 48, lymphs 50, monos 2, hemoglobin 78%. 
Urine showed slight trace of albumen. Occasional 
white blood cells, 1-2 red blood cells, high powered 
field. 


Patient was given 0.2 mg. digitoxin and this was 
repeated in 12 hours. The next morning the child was 
up playing and eating well. The pulse was slowing and 
the liver edge had receeded 2 finger breadths. The next 
day the pulse was 90 and regular and the patient was 
discharged. 


Case 4. 


J. H. F.—White male age 5 months. Admitted to 
hospital 6-20-49 and expired 6-20-49. Full term, 
normal delivery, birth weight 5 pounds 11 ounces. 
On evaporated milk formula. No immunizations. No 
cod liver oil or orange juice. The child had always 
been “puny.” 24 hours prior to admission he began 
to run fever, became very fretful, and vomited once. 
He cried all that night and the day of admission and 
had no appetite. 


Physical Examination: Examination revealed a 
critically ill, small, undernourished infant, weighing 
9 pounds 5 ounces; crying constantly with rapid 
respiration. Temperature was 105° (F) and the throat 
was red, the lungs clear, heart rate too rapid to count. 
No murmur noted. Remainder of examination normal 
except for cyanosis. 


Laboratory: Blood culture positive for hemolytic 
staphylococcus. E K G showed right axis shift with 
sinus tachycardia. Pulse rate 200. 


Child placed in oxygen. Digitoxin, 0.08 mg. 
was given. Penicillin 100,000 units given as 
was a cylsis of 100 cc. lactate Ringer’s solution. 
The temperature continued to climb and in 3% hours 
had reached 106.4° (F). The breathing became 
labored, the skin cold to the touch. In the terminal 
stages % ampoule of coramine was given. The baby 
expired shortly thereafter. 


Pertinent findings at autopsy were; heart which 
was enlarged 1% times, the fibrous portions of the 
intraventricular septum was patent, and the foramen 
ovale widely patent. 


This case does not represent the typical one of 
paroxysmal tachycardia due to the cardiac anomalies 
and septicemia. However, it is reasonable to assume 
that if treatment for both the infection and tachy- 
cardia had been started 12 to 24 hours earlier 
the outcome might have been satisfactory. 
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Cuse 5. 


E. S. L.—Was a case seen in consultation. White 
female 2 months of age, admitted to hospital 12-7-49 
and expired 12-8-49. Full term, normal deliver, on 
evaporated milk formula. Received vitamin supple- 
ment. No immunizations. Mother and father living 
and well. No siblings. 


1 week prior to admission she developed a cold. 
Was taken to her local physician the day before 
admission and was given an injection of penicillin. The 
next morning she was much better but that afternoon 
she became very irritable, respiration became rapid, 
and later was cyanotic. The mother noticed that the 
heart was beating very fast the night before. Tempera- 
ture was 98.6° (F) and weight 9 pounds 8 ounces. 


Physical Examination: Examination showed a 
critcially ill child, cyanotic, and with very rapid 
respiration. The heart rate was so rapid that it could 
not be counted and the sounds were of poor quality. 
Liver was not enlarged. 


No laboratory work was done as the child expired 
before blood and urine could be collected. 


Child was placed in oxygen, and penicillin, 100,000 
units, every 3 hours was ordered. When called in 
consultation 1 hour after admission digitoxin 0.9 mg. 
was given by mouth. Baby failed to respond and 5 
hours after admission expired. It is possible that had 
digitoxin been given intramuscularly or intravenously 
this child might have been saved. Unfortunately no 
autopsy was done. 


Case 6. 


M. T. B.—White male age 13 months. Admitted to 
hospital 6-3-50 and discharged 6-8-50. The child was 
full term but the labor was prolonged. Birth weight 
6 pounds 8 ounces. Cyanotic at birth but a short 
while after was apparently all right. On powdered 
milk formula and received vitamin supplement. 
Immunized to diphtheria, pertussis, and tetanus. No 
previous illnesses. The infant had developed normally. 
Mother 22, living and well; father 24, living and well. 


1 week prior to admission suddenly started breathing 
faster and faster and was taken to his local physician 
who started chloromycetin. Later the infant developed 
‘ever, breathing became very rapid and because of 
his he was sent to the hospital. 


Physical examination revealed a restless, dyspenic 
ind pale 13 months old infant. The weight was 12 
pounds 13 ounces and the temperature was 101° (F). 
Che throat was red and there was a post nasal drip 
present. There were scattered wheezes and crepitant 
rales in both lungs. Heart rate was extremely rapid 
with sounds of poor quality. The liver was 3 finger 
breadths below the costal margin. X-ray of chest re- 
vealed probable cardiac enlargement although heart 
shadow was not clearly delineated and a haze over 
both lungs suggested pulmonary edema. 
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Laboratory: White blood cells 13,000, segmented 
forms 72, lymphs 28, hemoglobin 83%. 


On admission child was placed in oxygen. Procaine 
penicillin, 300,000 units, was started daily. 0.2 mg. 
digitoxin was given orally. Approximately 7 hours 
after admission the pulse was 153 and the respiration 
was less rapid and the child was resting. At this time 
0.1 mg. digitoxin wes given. The next day the child 
was out of oxygen and the chest was clearing. The 
pulse was 112. Because of the lung condition the 
child remained in the hospital 2 days more and was 
then discharged in good condition. 


Case 7. 


J. A. L.—White female 4 months of age admitted 
to hospital 7-22-50 and discharged 7-28-50. Full term, 
normal delivery, birth weight 6 pounds 4 ounces, 
normal at birth. On evaporated milk formula with 
vitamin supplement. 


1 month prior to admission she had a crying spell 
that lasted 6 to 8 hours. 3 days prior to admission 
she became fretful and was seen by 2 physicians. On 
2 preceeding days the first of these physicians gave 
her penicillin and the second gave her penicillin 
and sulfa. She got no better and 1 day prior to ad- 
mission began to turn blue at intervals. 


Physical examination revealed an acutely _ ill, 
cyanotic child with temperature 99.4° (F), respira- 
tion 90, pulse 160, lungs clear to percussion and 
auscultation, heart sounds of poor quality, and weight 
13 pounds. Liver 2 finger breadths below costal 
margin. 


Laboratory: White blood cells 10,400, segmented 
forms 57, lymphs 46, monos 2, hemoglobin 80%. 
Urine 1 plus albumen with 8-10 white blood cells, 
high powered field. 


4 hours after admission the temperature was 100° 
(F) and the pulse was 192 and the condition was 
worse. 0.12 mg. digitoxin was given. The next morn- 
ing pulse was 160 but respiration was still very rapid 
and liver edge still down. 0.08 mg. digitoxin was 
given at this time. X-ray showed an enlarged heart 
and infiltration of the lower lobe of the right lung. 
Penicillin was given. At this time the baby began to 
take his formula. Next day the pulse was 132 but 
the respiration was still rapid and sounds muffled, so 
0.02 mg. digitoxin was given. Over the next 2 days 
the baby’s condition gradually improved. She was 
discharged on 7-28-50. The liver edge had returned 
to the costal margin. 


It is not likely that the small amount of bronchitis 
would account for all the signs and symptoms, 
especially the rapid respiration, cyanosis, and en- 
larged liver. The heart failure here was probably due 
to toxic myocarditis and not so much to the rapid 
rate, but by reducing the rate with digitoxin un- 
doubtedly recovery was hastened. 
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Case 8. 


C. R. L.—White male age 9 days, admitted to the 
hospital 2-26-51 and expired 2-26-51. Full term, 
normal delivery, birth weight 9 pounds. Normal at 
birth, breast fed. 


2 days prior to admission he became restless and 
irritable. The next day he seemed all right. The night 
before admission the child became extremely irritable 
and the respirations became fast and labored. De- 
veloped fever and was taken to his local physician 
who gave him some medicine but the infant got 
worse and became cyanotic in the afternoon. Because 
of this he was referred to the hospital for care. 


Physical Examination: On admission examination 
revealed a very cyanotic and restless infant with 
rapid, grunting respirations. Weight 9 pounds, 
temperature 99.8° (F). There were many crepitant 
rales scattered throughout both lungs but no areas 
of dullness or bronchial breath sounds. The heart 
rate was too rapid to count and sounds were of 
poor quality. No murmur heard. Liver was 4 finger 
breadths below right costal margin. 


Laboratory: White blood cells 16,700, hemoglobin 
14.5 grams, monos 2, segmented forms 50, lymphe 48. 
Urine showed 100% mgm. albumen. 


300,000 units procain penicillin was given and 0.09 
mg. of digitoxin, and the child was placed in oxygen. 


The next morning the temperature was 102.4° (F) 
and the heart rate was still too rapid to count. Digi- 
toxin was repeated in the same dose. Condition re- 
mained critical as the pulse remained over 200 per 
min. 12 hours after second dose of digitoxin a third 
was given. The rate failed to slow down and 14 


hours after third dose the baby expired. 


Autopsy revealed a cor triloculare biatrium, which 
explains failure to respond to digitoxin. It is rather 
remarkable that the infant lived as long as it did. 
Case 9. 


G. D. P.—White male age 6% months admitted 
to the hospital 3-24-51 and discharged 3-26-51. Full 
term, normal delivery, birth weight 7 pounds 4% 
ounces. On evaporated milk formula with vitamin 
supplement. Past history revealed a few colds but 
no serious illness prior to admission. Father had 
asthma, no other diseases. 


2 days prior to admission the baby became very 
fretful and developed a fever. He vomited small 
amounts on 2 or 3 occasions. The only other 
symptom was rapid respiration. 


Physical Examination: Weight 17 pounds, tempera- 
ture 102° (F), rapid respiration, pulse 200 per 
minute, sounds were of good quality and no murmur 
was heard. 


Laboratory: White blood cells 6,500, stabs 8, 
segmented forms 42, lymphs 51, monos 1, urine 
negative. 
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Digitoxin 0.16 mg. was given by mouth and oxygen 
started. Amytal was given for sedation. The child 
was quiet within an hour an began to eat. 18 hours 
after admission oxygen was discontinued. Pulse at 
that time was 120 and there was no dyspnea. 
Temperature was normal. The infant was observed 
another 24 hours and was discharged in good con- 
dition. 


Case 10. 


T. V. M—White male age 9 months admitted to 
the hospital 3-31-51 and discharged 4-3-51. Full term, 
normal delivery, birth weight 7 pounds 11 ounces. The 
child was never sick before present illness. He was 
on evaporated milk formula for 6 months and then 
was placed on cow’s milk and received vitamin sup- 
plement. Immunized to diptheria, pertussis, tetanus, 
smallpox. 


The night prior to admission the child became very 
fretful, after he had gone to bed, and developed a 
fever. He vomited once. Because of continued fever 
and fretfulness he was brought to the office. 


Physical examination revealed a temperature of 
102° (F), respiration 36, weight 211% pounds, fretful 
white male with both ear drums red and bulging. The 
throat was red, heart rate was 200 per minute, 
sounds of good quality and no murmur noted. 


Laboratory: White blood cells 18.200, segmented 
forms 43, lymphs 52, monos 2, and eosinophiles 3. 


The child was started on penicillin, 50,000 units 
every three hours, amytal grains %, and 0.2 mg. 
digitoxin by mouth. The next day the pulse was 160, 
respiration normal, temperature 100.2° (F), and the 
child was beginning to eat. The ears were still red 
and bulging. Over the next 2 days the pulse rate 
dropped and the ears and throat cleared. 

Case 11. 


P. $.—Admitted to hospital 4-15-51 and discharged 
4-18-51. Age 2 months, full term, normal delivery, 
birth weight 8 pounds 5 ounces, normal at birth. On 
evaporated milk formula with vitamin supplement. 
Given 1 diphtheria-pertussis-tetanus injection. No 
previous illness. Mother and father living and well 
1 sibling living and well. 


Patient was fine until day of admission when shortl 
before midday meal he became restless and irritabl 
and began to run a fever. He continued to be rest- 
less and temperature continued to rise. Because o! 
irratibility and fever he was brought to the hospital. 


Physical examination showed a very restless child 
with rapid respiration, weight 11 pounds 10 ounces 
temperature 105° (F), respiration 36, heart rate wa: 
too rapid to count accurately and sounds were of poor 
quality. The liver was 2 finger breadths below right 
costal margin. Remainder of physical examination 
normal. 
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Laboratory: Hemoglobin 11 grams, white blood 
cells 12,200, stabs 10, segmented forms 70, lymphs 
16. monos 4, urine negative. 


Che child was given aspirin and placed in a sheet 
pack. 300,000 units procain penicillin was given. 0.1 
mg. digitoxin was given by mouth. % grain sodium 
amytal was given, intramuscularly, for restlessness. 
The next morning the pulse was 176 and the infant 
was less irritable. The temperature was 101.8° (F). 
The dose of digitoxin was repeated. That evening the 
pulse was 144, the child was eating and sleeping 
well, and the temperature was 100.3° (F). The next 
morning the temperature was normal, pulse 114, liver 
edge was at the costal margin, and the baby was dis- 
charged. 


Case 12. 


J. Y. F.—White female age 5 months. Full term, 
normal delivery, no pervious illness. No immunizations, 
cod liver oil, or orange juice. Father and mother 
both living and well. 2 siblings living and well. No 
hereditary or familial diseases. 


1 week prior to admission the patient developed a 
cold. She ran a fever and ate and slept well. The night 
prior to admission the infant cried out suddenly and 
the parents then noticed that she was breathing 
rapidly and cried on each expiration. She coughed 
some and vomited once. Respiration continued rapid 
und she would not eat. She was taken to a local 
physician who gave her an injection of penicillin for 
pneumonia. The patient seemed no better so was 
brought to the hospital. 


Physical examination revealed a_ very _ restless, 
acutely ill, and cyanotic infant with temperature of 
101.2° (F), respiration 80, pulse over 200, weight 
15 pounds 3 ounces, chest had scattered rales mostly 
expiratory. The liver was 3 finger breadths below 
costal margin as was the spleen. 


Laboratory: Hemoglobin 8.5 grams, white blood 
cells 9,700, segmented forms 70, lymphs 26, monos 4. 
‘The urine was negative. 


The child was placed on nasal oxygen and 0.14 
ig. digitoxin was given. Procain penicillin, 300,000 
units daily, was started. A clysis of 100 cc. Ringer’s 
~olution was given. X-ray of the chest was taken that 
‘fternoon and revealed an area of density posterior 
io heart shadow on left, believed to be due to 
telectasis. There was also some density in mid portion 
of left lung due to pneumonia. The temperature rose 
‘o 105.6° (F) in 12 hours and the pulse remained 
over 200. Amytal, % grain, was given at intervals for 
restlessness. After 12 hours the dose of digitoxin was 
1epeated because the pulse rate continued over 200 
ver minute. The temperature remained at 102° to 
‘04° (F) and the pulse was still recorded at 220 after 
-4 hours. An additional dose of digitoxin, 0.01 mg., 
as given. 12 hours later an additional dose of 0.02 
ig. was given and after this the pulse rate dropped 
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to 130 but stayed there for only a couple of hours 
after which it jumped to above 200. The next morning 
another dose of 0.04 mg. digitoxin was given but in 
spite of this the infant’s pulse remained rapid. The 
child became quite cyanotic in spite of oxygen and 
expired on the third hospital day. 


This patient may well have had some cardiac 
anomaly because of failure to respond to digitoxin. 
Unfortunately an autopsy was not obtained. 


Case 13. 


D. F.—White female age 4% months, admitted to 
hospital 8-24-51 and discharged 8-28-51. Patient was 
full term, normal delivery, birth weight 7 pounds 
6 ounces. Mother 28, living and well; father 30, living 
and well. 1 sibling living and well. No familial dis- 
eases. Child on evaporated milk formula, receives 
vitamins, cereals, fruits, and vegetables. 


On day prior to admission patient became very 
fretful and irritable. In a few hours she appeared to 
have some difficulty with respirations and_ shortly 
after this her hands and feet became cyanotic. Be- 
cause the infant was rapidly getting worse she was 
brought to the hospital. 


Physical Examination: Weight 13 pounds, 
temperature 99.2° (F). A very fretful child with 
rapid respiration (40 per minute). The pulse rate 
was too rapid to count. The remainder of the physical 
examination was essentially normal. 


Laboratory: Hemoglobin 11 grams, white blood 
cells 13,400, juv. 1, stabs 7, segmented forms 67, 
lymphs 25. Urine showed innumerable pus cells with 
clumps. 


On admission the child was placed in an oxygen 
tent and given 0.12 mg. digitoxin. The child continued 
to be very restless although the pulse rate came 
down to 180. 8 hours after admission 0.06 mg. digi- 
toxin was given. 9 hours after admission the pulse 
had dropped to 128 and the child went to sleep. 


2 days after admission the temperature suddenly 
went to 103° (F) and the pulse rate to 180, and the 
child again became very fretful. Although the urine 
had cleared somewhat it was felt that the pyelone- 
phritis was causing the fever; therefore she was placed 
on sulfadizine and penicillin. Within 12 hours the 
temperature was normal and the pulse was 148. The 
patient was discharged 2 days later in good condition. 


Case 14. 


R. H.—White male, age 7 months, admitted 9-14-51 
and discharged 9-16-51. 


Patient was a premature baby, normal delivery, 
birth weight 4 pounds 11 ounces. Mother 20, living 
and well; father 22, living and well. No siblings. No 
familial diseases. On powdered milk formula, gets 
vitamins, cereals, fruits, and vegetables, 
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The baby was apparently in good health until 2 
days prior to admission when he became fretful and 
refused to eat. On the day of admission he developed 
a fever, vomited twice, and became extremely fretful 
and restless. 


Physical Examination: On admission examination 
revealed a restless and fretful infant. Weight 17 
pounds 7 ounces, temperature 102.8° (F), pulse rate 
over 200, and respiration 35. The only positive finding 
was the rapid pulse and a slight injection of the 
throat. 


Laboratory: White blood cells 9,500, stabs 8, 
segmented forms 32, hemoglobin 11 grams, lymphs 
56, monos 4, urine negative. 


The patient was given grains % amytal and 0.16 
mg. digitoxin. In 2 hours the baby had gone to sleep. 
The next morning his pulse was 180 but the tempera- 
ture was still 102.4° (F). He was taking some 
formula. 12 hours after the initial dose of digitoxin 
a second was given. That afternoon the temperature 
was normal, pulse was 160. The next day the pulse 
was 140 and the infant was eating and sleeping 
_ well. He was discharged in good condition. 


Case 15. 


B. P.—White female, age 7 
2-9-52 and discharged 2-11-52. 


months, admitted 


Patient was full term, normal delivery, birth weight 
unknown. Child was breast fed, received no vitamin 
supplement. He was given some food from the table, 
a few weeks prior to admission. Mother 33, has 
asthma, father 39, living and well. 3 siblings living 
and well. 


Three days prior to admission the patient developed 
a head cold. The night prior to admission she began 
to run a fever, became quite fretful, and was taken to 
her local physician who gave her some liquid medi- 
cine. The morning of admission she seemed better 
but that afternoon she became “lifeless.” She was 
taken to another physician who said she had pneu- 
monia and gave her an injection of penicillin. Because 
the penicillin failed to make the baby show improve- 
ment in an hour she was brought to the hospital. 


Physical examination revealed a well developed and 
nourished white female who was restless. Weight 16 
pounds 3% ounces, temperature 104.4° (F) pulse 
rate over 200, and respiration 64. The right ear drum 
was red and the only other significant finding was the 
rapid heart rate. 


Laboratory: White blood cells 12,750, eos 1, 
segmented forms 41, lymphs 45, monos 5, and hemo- 
globin 10.5 grams. 
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She was given 0.14 mg. digitoxin and aspirin. 5 
hours after admission her pulse had dropped to 165 
respiration to 40, and the temperature to 102° (F). 
She was sleeping. The next morning the temperatur 
was 99.2° (F), pulse 160, and the respiration 32 
That day and night she ate and slept well and was 
discharged the next morning in good condition. 


DISCUSSION 


It can be seen from the review of these cases that 
only 6 are within the so called “pure” group of 
superventricular paraxysmal tachycardia; the other 
cases being associated with a variety of other morbid 
conditions, 2 of which were congenital heart defects 
proved by autopsy. However, from a study of the 
clinical course of those cases associated with other 
disorders it becomes apparent that the greatest 
improvement came with the slowing of the pulse rate. 
This is particularly evidenced by a study of case 10, 
which had bilateral otitis media in addition to the 
tachycardia. As soon as the pulse rate had dropped 
to 160 the baby began to eat and was much less 
fretful, although the drums were still red and bulg- 
ing. 


The treatment used in these cases was digitaline 
nativelle by mouth. Nadors et al2 have used quinidine, 
prostigmin, and mecholyl in addition to digitaline 
nativelle. They came to the conclusion that digitaline 
nativelle was the drug of choice. 


The dosage of digitaline nativelle as employed by us 
is 0.02 mg. per kilogram of body weight and repeated 
in 12 hours if the rate is 160 or above or if signs of 
congestive failure are still apparent. This dose seems 
to give excellent results in the majority of infants 
and it is easy to calculate.. Each drop of the solution 
used by us (digitaline nativelle) contains 0.02 mg. 
of digitoxin so once the weight in kilograms is de- 
termined it is merely necessary to give one drop per 
kilogram by mouth. Once digitalization has been 
achieved, a maintenence dose of 1/6 the original dose 
is used daily if there is any tendency for the pulse 
to remain rapid (140 or higher). 


Oxygen is an important adjunct especially in the 
smaller infants who show marked signs of congestive 
failure. Barbiturates are also of value in controlling 
the restlessness. 


1. Hubbard, J. P.—Parosyxmal tachycardia and _ its 
treatment in young infants. Am. J. Dis. Children 
61:687, 1941. 


2. Nadors, A. S.; Galschner, C. W.; Roth, A. T.: 
Blumenthal, $. L.—Paroxysmal Tachycardia in In- 
fants and Children, Pediatrics 9:167, 1952. 
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Psychological Development from Conception 


to Adolescence 


W. H. Cuapman, M. D. 
Bishopville, S. C. 


(We would recommend this article not only as 
suggested reading for the parents of our little patients 
but as required reading for all physicians who deal 
with children in their practice or who have sons or 
daughters of their own. Without use of the technical 
jargon which floods much of our literature on 
psychology, Dr. Chapman_ presents a ern 
psychological view of the child in an interesting and 
enlightening manner. Editor ) 

If parents are to enjoy their children and guide 
them to a happy maturity, they must understand what 
is normal psychological development and the condi- 
tions that foster it. The parent who is worried and 
nervous and feels inadequate cannot give to the child 
the guidance he needs. 

Every child is an individual with needs peculiar 
only to himself. Each child beginning at birth, meets 
certain problems which cannot be avoided. He must 
learn to meet, not only the requirements of his own 
individuality, but he must learn to conform to certain 
social and cultural demands. How these demands are 
made upon him and the understanding of his readiness 
for such changes, will either foster and stimulate his 
development or will frighten, frustrate and hinder 
him. The manner in which the child solves his prob- 
lems and the feelings he develops while solving them, 
is the process by which personality develops. 


DEVELOPMENT OF THE NORMAL 
PERSONALITY 


What is Personality? In one sense it is the sum total 
of everything that you are and hope to be. It includes 
your physical body, your instincts, your intelligence, 
your feelings and, your hopes and ambitions. In a 
narrower sense, it means the way you usually feel 
about things and the manner in which you try to solve 
your problems. In either case, your personality of 
today, is the result of your past experiences. Every 
situation you have ever been in, every emotion you 
have felt and everything you have seen or heard, has 
affected your personality. Thus it is obvious that the 
child should experience those situations and emotions 
which will contribute to his general happiness. Many 
situations and happenings of childhood are forgotten 
but the feelings associated with that situation are 
buried in the subconscious mind. The same feelings 
then become associated with similar situations in later 
life. Many adult feelings about certain things are ex- 
plained in this way. 

The human baby is particularly helpless and de- 
pendent. While he possesses all the brain cells he will 
ever have, the pathways between the cells are yet to 
be developed. 


The environment influences these pathways and 
thereby the personality. If rage and hate are the 
instincts most frequently expressed in the early period, 
they may over-balance feelings of love and kindness. 
To better understand how this may be, we must 
understand something of the unconscious mind also. 
The mind may be compared to an iceberg—one sees 
this large mass of ice above the surface of the water. 
However, this is only one-tenth of the iceberg—nine- 
tenths are below the surface. So it is with the mind. 
By far the larger part is the unconscious mind. This is 
not simply a storehouse, where past events are stored 
and forgotten. There are powerful forces within this 
part of the mind, which exert energy and influence 
our actions. For purposes of discussion we will divide 
personality into three parts. 


ID This part of the personality contains all the 
instincts and drives. It can be thought of as the 
reservoir of love, hate, fear, self-preservation, sexual 
desires, and the desires to work, et cetera. This is 
the animal part of the personality, and is present in 
every personality. These instincts are bi-polar. That 
is they are not directed entirely outward upon others 
but partly inward upon the self also. Thus, a person 
does not completely love or hate someone but he has 
some of these feelings at the same time. These in- 
stincts do not consider morals, codes, or persons. The 
sole aim of instincts is to release tension and thus 
secure pleasure. 


EGO This is the part of the personality that adjusts 
the instincts to reality. It is the conscious control of 
behavior. It is the vision of the self in relation to 
others and the environment. At first, the baby feels 
that he and the mother are one person. Later he 
realizes that they are separate persons and that he 
must act to secure what he wishes. Thus a concept 


of self is developed. 


SUPEREGO The superego is that which tells us 
whether we are doing right or wrong. This is the 
conscience. It is formed by the gradual absorption 
and adoption of the taboos and ideals of those we 
love and respect. When impulses arise from the ID, 
the superego informs the ego so that it may decide 
what type of action to allow. The conscience works 
automatically in every day affairs. This saves much 
energy that would be necessary if the ego had to 
consider each and every problem anew. 


Of these parts, only the first is inherited. 


At birth, the sense of touch is highly developed. 
Of all the body, the mouth is the most sensitive area, 
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the most richly supplied with sensory nerve endings. 
In addition to obtaining food, nursing is a highly 
pleasurable exercise. When nursing is adequate, it 
stimulates breathing and the circulation. The baby 
who sucks as much as he requires is usually satisfied 
and contented. The warm close contact with the 
mother’s body is also a source of stimulation and 
pleasure to the infant. Mothers should know that 
sucking a finger or thumb is normal and does not 
affect the teeth. The practices frequently used to dis- 
courage this habit are harmful and increase the length 
of time it is practiced as well as increase feelings of 
helplessness and anxiety. 


We must understand, too, the importance of not 
forcing the baby to use a part of his body over which 
he has not gained control. The connecting of this 
system of nerves is completed first in the head. In 
other words, he first controls the muscles of | his 
face and head. The first intentional acts are smiling 
and cooing and looking. These acts are fun when he 
masters them and he should be allowed full measure 
of the pleasure derived from all his satisfactions in 
this early period. Bright objects should be placed 
where he can watch them. A little later this develop- 
ment reaches the hands and you know how hungrily 
the baby explores and enjoys this touch sense. He 
should learn about all sorts of objects, rough, smooth, 
warm and cold. He enjoys banging his toys and get- 
ting them back when he thinks they are gone. By 
such play he overcomes much of his anxiety. We 
should stop to think what the world is like to this 
helpless one, he can see only what comes within the 
range of his vision. When he can sit up, what a 
change in his world! The dependency of this period 
should be realized, too long absences or too abrupt 
changes in those caring for the baby should be 
avoided. If it is necessary for the mother to be away, 
someone else should be familiar and loved by the 
child before the change is made, if this is possible. 


When the nursing desire is not satisfied, the child 
develops the feeling that he is slighted, not getting 
all he deserves. He may go through life with these 
feelings of never getting enough, of never being 
satisfied. No matter how much he is really loved in 
later life, to him it will not be enough. Too long 
indulgence, when he is ready for more independence, 
may foster the feeling that whatever he wants he will 
receive with no effort on his part. The establishing 
of other satisfactions lessen the pleasure associated 
with nursing as he grows older and help him to give 
-up this. Most babies whose feeding has been pleasur- 
able and satisfying may be weaned gradually after 
the chewing and biting period is established. 


By two or so, the mouth is no longer the source of 
the greatest pleasure. He is beginning to get about 
under his own power and the pleasure in movement 
and self mastery is very great. He is now more aware 
of the pleasure associated with bowel and. bladder 
functioning. He is curious also about many things 
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including his body of which urine and feces are 
to him a part. He examines them, may play with 
them and values them. 


This slow process of development from head _ to 
foot has by now given him better control of the nerves 
and muscles related to elimination. To expect this 
control before he is capable is extremely frustrating 
to the child. Mothers usually think because the child 
can talk about what he has done he is capable of co- 
operation. This law of growth and development which 
says “development proceeds in an orderly manner 
from head to toe” is important to good guidance. 
Parents should use this tendency of the child to 
help him to train himself. If demands are not made 
too soon or too harshly, he will want to use the pot 
to please the mother and keep her love. Many neurotic 
character traits are caused by too early and too strict 
training. If too severe, all pleasure is bad. Also it 
may cause stinginess, stubborness, overcleanliness, 
obsessional habits. If the mother feels a sense of shame 
or disgust over bowel movements, it may become 
associated in the child’s mind with this area and 
cause serious disturbance in the adult sexual life. If 
this period is handled wisely, however, normal de- 
velopment follows. 


Genital interest and pleasure is at its height be- 
tween 2% and 4% years, lessening during the fifth. 
This is the period of great curiosity about many 
things, including where he came from, how babies 
are born, why he is different from sister, father and 
mother. 


The child’s attitudes toward sex depend largely 
upon how his parents understand and feel about the 
bodily sensations that are normal in different periods 
and the child’s natural pleasure in them. With in- 
creasing age and awareness, the child will notice the 
differences between his body and his mother’s. Pa- 
rents need to answer his questions truthfully and 
simply and without feelings of shame or embarrass- 
ment. This may take some doing, for regardless of 
the degrees she holds, a parent brings to this situation 
much of the same feelings her parent gave her when 
she asked similar questions. The answers are forgotten 
but the attitude remains. If a good relationship is 
maintained the child will probably ask the same 
question over again at another age. It is good to ask 
sometimes “what do you think?”, for most children 
mix up fact and fantasy until they have many little 
ideas and theories of their own. Attitudes towards 
sex are built from many things besides the answers 
given to his questions. Such things as adult comment 
regarding pregnancy, calling a boy a sissy or a girl 
a tomboy, jokes and stories that belittle marriage, all 
play their part in building the child’s attitudes toward 
sex. 

The birth of a new baby can be a wonderful teach- 
ing opportunity. It is especially important that the 
small child’s security in the family be maintained 
throughout this event. Merely telling him that there 


May, 1952 


i. to be a new baby and that he must love and help 
_are for it is not enough. How would you feel if your 
|usband came home and said, “I'm going to have a 
,ew wife soon and I want you to help care for her 
und make her happy!” It will require good manage- 
ment and consideration of the older child. Reliving 
jis own babyhood helps him to understand better 
than words what to expect. Seeing his own pictures 
as a baby prevents the disappointment many children 
‘cel when a playmate does not materialize. He need 
not be at home when the new baby arrives, with 
all the necessary attention to the baby and none to 
him. If father spends more time with him while 
mother is away and brings him a much desired toy 
the day the new baby comes home it helps. One 
mother kept inexpensive toys wrapped and handy 
so that when presents came for the new baby, there 
was something for the older child, also. 


If the answers he receives are satisfactory to him, 
his interest turns away from his body and is directed 
to playmates and the outside world. In this period 
also it is normal for the little boy to be fonder of the 
mother, and jealous of the father, and for little girls 
to show greater love for the father and be jealous 
of the mother. This may sometimes be on an un- 
conscious level but occurs normally in all children. 
Parents should be careful to avoid feelings of anger 
and resentment in this particular situation They should 
not make the child feel guilty over his feelings but 
should help him to master them. This does not mean 
that parents should avoid all punishment during this 
period. When a little boy is jealous of a father and 
that father is always kind, never expressing any feel- 
ings of anger toward the boy, then the child can not 
express his own feelings of hostility and they are 
repressed. 


The normal loving father is bound to feel annoyed 
ind angry at a child at times. To punish objectively 
is good, but should be related to acts other than the 
sharing of the mother’s love. The important thing is 
for parents to understand that the child does have 
these feelings, that they are normal and that they will 
pass as the child progresses to the next level of de- 
velopment. The same, of course, applies to the girl. 
Parents should not show their own jealousy or be 
overly affectionate during this period. This does not 
mean not be warmly loving, to kiss or cuddle the child. 
But the parent to whom this show of a child’s affection 
is especially pleasing and who encourages it to the 
exclusion of a normal husband-wife relationship is 
fostering maladjustment in the child. 


The wise parent in this period will maintain a good 
relationship with the child and foster feelings of 
security. To do so it is particularly important to under- 
stand the slowness of the child’s growth, to avoid 
expecting more than he can live up to, to ask questions 
ourselves again, “What is he like at this stage?” 
Another important thing to understand are the fears 
which are common to this age. The little boy observing 
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the difference between his body and that of his sister 
is apt to think she was made as he was but has some- 
how lost her penis. He fears that if he does not please 
the all-powerful parents, this might happen to him. 
The little girl too thinks she has had a penis and it 
has been lost, either because of something she did or 
her parents did. Children need gentle understanding 
in these fears. With the little boy it is particularly 
important to avoid threats not only of castration but 
regarding harm to any part of the body. During this 
period the child needs an opportunity to learn his 
role in life from the parent of the same sex, to identify 
himself so to speak as a man or a woman. The little 
girls need to share in a warm understanding way all 
the little duties and later will go to making of herself 
a wife, a mother and a homemaker. The mother to 
whom housework is a burden and a bore and who 
thinks it is too much trouble to share house-cleaning 
and cooking need not expect her daughter to sud- 
denly acquire these qualities at marriage. Likewise 
the boy needs a father who shares manly interests 
and acts with him, who stimulates his wish to grow 
up and to be a man and assume the role of father and 
husband. 


All surgical operations should be avoided if pos- 
sible in this period, when the child is experiencing 
fears within himself. The little girl should be told 
that she has something just as important—a baby sac 
which only little girls have. Some fears and dreams 
are normal and are to be regarded as a tensional 
outlet. When a child is overly fearful, the parents 
should examine their relationships for the cause. 


It is important to understand that all young children, 
because of their helplessness, fear that their parents 
will go away and not return. If this should happen 
in this early period either through illness or death, 
the child, in addition to his real loss may have a feel- 
ing of guilt also, because of the angry feelings he has 
at times had for the parent. He should understand 
that he had nothing to do with the event. 


Young children think in a wish fulfilling manner. 
Their imaginations are lively and their thinking a 
mixture of fact and fantasy. 


The child’s play is of vital importance. Play allows 
him to clarify his ideas and also helps parents in 
understanding him. He reproduces in his play many 
things that cause him anxiety; thereby he masters 
this feeling. He not only dramatizes past experiences 
but anticipates things which he fears might happen 
to him. One little boy played cops and robbers over 
and over to the exclusion of anything else. His mother 
was visited in an attempt to understand this need. It 
was found that some neighborhood boys who had 
been stealing were arrested in his presence. His mother 
had used this experience to threaten him about what 
might happen to him if he ever misbehaved. 


Perhaps this would be a good point to discuss the 
question so often asked, “how can I influence the 
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spiritual devolopment of my child?” Many parents are 
confused regarding the wisdom of early attendance 
at church and its value. Here again we can ask “What 
is the child like?” Babies are not born unselfish, kind 
and considerate. They are really primitive creatures 
with strong drives toward satisfying self alone. He 
gives up his selfish aims to keep the love of his parents, 
later his playmates. If he cannot feel secure and loved 
then we can see he has nothing to gain by giving up 
the pleasure of loving self—and may forever remain 
self-centered. This love of parents must be real and 
consistant, not an expression of their own selfish aims 
through their children. When the child lives in a home 
where there is an honest striving for something above 
and beyond their own welfare, he will also reach up 
and out. He may not as an adult believe and worship 
just as his parents do but he will believe in something 
and will have inner resources to take him toward his 
goal. The father is particularly important as a symbol 
of power. It would be difficult for a child who has 
a father who flies into a rage one minute over a child- 
ish act and then later laughs at the same act, to be- 
lieve in a kind and all-wise heavenly father. There 
are studies which show that punishment may safely 
be very severe, as long as it is consistent and the pa- 
rent really loves the child—not that we advocate 
strictness for we do not. But the point is made that 
there must be consistency; that the parents, themselves 
must have standards and beliefs, if the child is to 
have them. The question then of when to start going 
to church becomes an individual question. Even very 
small children understand without words what things 
are important to adults. If truth and honor and love 
of others are important in the home they will become 
important to the children, also, but in this as in other 
things the child will need to take increasing re- 
sponsibility, and to have an opportunity to test him- 
self in sharing and in facing reality regarding life and 


death. 


After six, if the psychological development has been 
normal the child turns his interest away from self to 
the outside world. An interest in cleanliness, takes the 
place of his former pleasure in dirt, modesty replaces 
exhibitionism and sympathy replaces aggressiveness. 
He wants to be liked and assumes much of the re- 
sponsibility for his own conduct, making his own 
decisions about what is right and wrong. This is a 
time of great learning; the child desires to learn and 
has energy to devote to it, for the energy formerly 
related to himself is now freed for other things. Some 
routine duties should be a part of every child’s ex- 
perience. The gangs and clubs of this age are the 
child’s way of proving that he can get along without 
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his parents’ supervision. Learning is easier and morc 
rapid if the teacher is someone whom he can respect 
and with whom he can identify himself. 


Allowing him to become gradually independent is 
perhaps the most helpful thing parents can do in this 
period and the most difficult for many. If parents can 
realize that underneath, he loves them just as much 
but that growing up and becoming independent of 
childish ways is hard for him, too. 


In this as in many other things in life, he is 
ambivalent, that is, he both desires to be grown-up 
and also to remain dependent, cared for and safe. If 
parents add their own fears and doubts to his, the 
road is made more difficult. To be respected as a 
responsible individual, to be assured of love and 
security, not only when his disposition is good, but 
also when he is bad, is essential to growing up. 


Parents should help the child in making friends by 
allowing him to entertain them at home, plan special 
trips when possible and provide a place to play 
without adult interference. He should make choices. 
This is a period when thoughts about sex are sup- 
pressed although some interest shows through the 
use of so-called dirty words. Boys prefer to play with 
boys and girls with girls. 


Tensional outlets of this period are restlessness, tics, 
and compulsions. The child is now developing a much 
stricter conscience and some of these habits are 
normal. They are more apt to occur in a child whose 
parents are very strict, so if they persist, it is a 
good idea to look into the situation to see if too much 
pressure is being put upon him. If you understand 
how much upheaval for the child is involved in be- 
coming independent, in developing self-control and a 
strict conscience, parents would apply less pressure 
themselves. 


It is desirable for parents to think also, what does 
it mean to me to have this association with a child? 
No one can meet children in a democratic manner 
without some gain from their sincerity and honesty; 
by learning the value of little things; a respect for 
truth and the quest for true knowledge that comes 
through the eyes of a child. There is reassurance, too, 
for parents in a knowledge of the great margin of 
safety in life. The human organism will find a way 
to meet its needs in the most difficult of situations. 
We might paraphrase the poem, “I do not ask of any 
parent that he know all the answers, I only ask a 
great caring, an honest and humble caring, about 
what happens to children to their hopes and ambitions 
and that I ask of myself as of any other.” 
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Current Status of Isonicotinic Acid Hydrazide 


in the Treatment of Tuberculosis 


(In view of the widespread interest in the newer 
veatment of tuberculosis, we are glad to publish the 
jllowing statement, prepared and released by the 
ixecutive Committee of the American Trudeau 
Society. Editor ) 

The Executive Committee of the American Trudeau 
Society has reviewed the available evidence on the 
antituberculous activity of isonicotinic acid hydrazide 
as presented by Hoffmann-La Roche, Inc., E. R. 
Squibb & Sons, and investigators cooperating with 
them. On the basis of this evidence, the Committee 
makes the following statement for the guidance of the 
medical profession: 

1. Chemical Structure: Isonicotinic acid hydra- 
zide®! is a chemically pure, synthetically produced 
substance of the general formula C.H;N;O.° 

It is obtained in almost colorless crystals which are 
highly soluble in water. A closely related derivative, 
which is also being studied for its antituberculous 
properties, is the isoproply derivative.* 2 

Isonicotinic acid hydrazide is also related to pyra- 
zinamide®3 and to amithiozone.°4 

2. Activity in Vitro: Isonicotinic acid hydrazide is 
bacteriostatic in vitro against M. tuberculosis H37Rv 
in a concentration as low as 0.02 to 0.06 mcgm./ml. 
It apparently has a very narrow antibacterial spectrum, 
being ineffective in vitro against the common gram- 
negative and gram-positive pathogenic _ bacteria, 
against certain protozoa, and against the influenza 
virus in mice. It may possess some slight antifungal 
properties. 

3. Activity in Vivo: In several species of experi- 
mental animals (mice, guinea pigs, rabbits, and 
monkeys), experiments on the effectiveness of iso- 
nicotinic acid hydrazide against tuberculous infection 
with virulent human strains of M. tuberculosis have 
given promising results in arresting the course of the 
experimentally produced disease. On the basis of 
‘hese observations, isonicotinic acid hydrazide appears 
‘o be approximately the therapeutic equivalent of 
treptomycin, at least in the first few months of treat- 
ment. Observations on the emergence of strains of 
ubercle bacilli which may be resistant to isonicotinic 
cid hydrazide, either in vitro or in vivo, are meager, 
ind it is not known if such strains will emerge during 
‘reatment or if such emergence will have therapeutic 
ignificance. A definite increase in resistance has been 
/btained in vitro with one strain (BCG). 

4. Toxicity and Pharmacology: Although the toxi- 
ity of isonicotinic acid hydrazide has been determined 
airly accurately in several species of animals, some 
ispects of the pharmacology and toxicology of the 
‘rug have not been completely elucidated. On the 
vasis of available studies it appears that both iso- 
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nicotinic acid hydrazide and its isopropyl derivative 
are of relatively low toxicity in dosage ranges which 
appear to be effective. The drugs are apparently 
largely excreted in the urine. Within an hour or so 
after administration they appear to be well dis- 
tributed throughout the body (blood serum, cerebro- 
spinal fluid, pleural fluid). 


5. Dosage: On the basis of preliminary studies, the 
indicated daily dosage is in the range of 3-5 mg./Kg. 
body weight (150-300 mg. per day for the average 
adult). This dosage is given by mouth in two or 
three divided doses. The drug may also be given 
parenterally. 


6. Toxicity in Man: In the dosage range indicated, 
preliminary observations in man indicate that there 
is little significant or serious toxicity. The following 
have been observed but on a more or less transitory 
basis even though drug administration is continued: 


a. Constipation 
. Difficulty 

especially ) 

. Increased reflexes 


in starting micturition (in males 


. Positional hypotension and dizziness 

. Eosinophilia (in about 10 per cent of cases) 

. Slight drop (0.5-1.0 gm.) in hemoglobin con- 
centration 

. Occasional casts and traces of albumen and re- 
ducing substances in the urine 


Toxic effects on the eighth cranial nerve, impair- 
ment of renal or hepatic functions, or dermatologic 
manifestations associated with the drug have not been 
observed so far. 


7. Activity in Man: Preliminary observations on the 
effect of isonicotinic acid hydrazide on the course of 
tuberculosis in man have been limited largely to 
patients with far-advanced pulmonary disease, ex- 
tensive tissue destruction, positive sputum and, as a 
rule, considerable symptomatology, many of whom 
have failed to respond or would not be expected to 
respond to other available therapy. In such patients, 
treated with 3-5 mg./Kg./ day for up to five months 
of therapy (the majority treated for two to three 
months), the following changes in clinical course have 


been observed: 


a. Reduction in fever, if present, in two to three 
weeks, in the majority 


b. Reduction in cough, in the volume of sputum, 
and in the number of tubercle bacilli raised (as 
determined by smear). No information is avail- 
able on conversion of the sputum as determined 
by culture 
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:. Gains in appetite, weight, and strength 


. Some clearing of the reversible component of 
the pulmonary tuberculous disease by X-ray ob- 
servation 


. Initial favorable response has been observed in 
such non-pulmonary lesions as draining sinuses 
and fistulae, mucous membrane tuberculosis, and 
in a very few cases of miliary and meningeal 
tuberculosis 


8. Problems: At the present time complete informa- 
tion is lacking on many aspects of the therapy of 
tuberculosis with isonicotinic acid hydrazide. Among 
the unknows are the following: 


a. The mechanism of action of the drug on the 
tubercle bacillus—whether it is tuberculocidal or 
tuberculostatic; the effect upon the enzyme 
chemistry of the tubercle bacillus, etc. 


. The mechanism of action upon the host—basic- 
ally, the precise toxicity in man 


. The optimal dosage—the number of milligrams 
per day; whether it needs to be given every day; 
the optimal mode of administration 


. The duration of therapy—whether its effect is 
comparable to that of streptomycin and _para- 
aminosalicylic acid (PAS), indicating relatively 
long courses of treatment, or whether shorter 
courses may be as effective 


. The rate of emergence of drug-resistant strains 


of tubercle bacilli 


. The effect of the drug upon the bacteriology of 
the patient—data are lacking on conversion of 
sputum by culture; the tissue bacteriology after 
varying amounts of treatment will need to be 


studied 


. The question of potential relapse after initial 
improvement 


. The question of whether basic systemic therapy 
of tuberculosis (especially bed rest) can be 
modified as a result of treatment with iso- 
nicotinic acid hydrazide 


9. Precautions: At present there is no reason to be- 
lieve that the fundamentals of therapy of tuberculosis 
should be altered in any way when isonicotinic acid 
hydrazide is employed. Patients receiving the drug 
should be hospitalized for careful observation. They 
should be studied in institutions where potential toxic 
manifestations may be watched for most carefully 
and where effects upon the course of the underlying 
tuberculosis may be carefully observed so that suitable 
alterations of therapy may be initiated when indicated. 
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Routine laboratory precautions should include frequent 
blood counts and urinalyses, neurologic examinations. 
and tests for renal and hepatic insufficiency. 


10. In General: The introduction of a new drug in 
the therapy of tuberculosis is likely to raise more ques- 
tions for a few years than it will answer. There is no 
knowledge at the present time that isonicotinic acid 
hydrazide or its isopropyl derivative will accomplish 
more than has been accomplished with streptomycin 
and PAS. It may prove to be an additional drug of 
great value. It may be years before its exact con- 
tribution to the therapy of tuberculosis can be assessed 
accurately. A large reservoir of undetected and un- 
treated cases of active tuberculosis exists throughout 
the United States, and there is every expectation 
that, in spite of the more effective chemotherapy of 
tuberculosis currently available, the need for hospital- 
ization in institutions with qualified personnel and 
adequate laboratory facilities will increase rather than 
decrease. There is at present no basis for expecting 
that isonicotinic acid hydrazide, or any other drug 
available, can safely be counted upon to reduce the 
duration of hospitalization. Rather, in most instances, 
at least, it may lead to prolongation of hospital treat- 
ment since effective chemotherapy may facilitate de- 
sirable forms of therapy not otherwise possible. 


It should be emphasized strongly that, with more 
numerous effective anti-tuberculous compounds avail- 
able in the treatment of tuberculosis, more intensive 
case finding than ever will be indicated. Only through 
this means can maximum advantage be taken of 
improvements in therapy. 


1l. Summary: After a review of available data on 
the action of isonicotinic acid hydrazide and its iso- 
propyl derivative upon the tubercle bacillus in vitro, 
and upon the course of experimental tuberculosis in 
animals and clinical tuberculosis in man, it may be 
stated that their demonstrated action. although highly 
encouraging, appears in no way to alter the basic 
principles of the treatment of tuberculosis as presently 
understood. Much more work will need to be done 
to ascertain the exact place of these drugs in the 
treatment of the disease. With several carefully co- 
ordinated studies in prospect, it is anticipated that 
further information will accumulate rapidly. 


March 5, 1952 
1—“Nydrazid,” trade name of E. R. Squibb & Sons; 


“Rimifon,” trade name of Hoffmann-La Roche, Inc. 


— trade name of Hoffmann-La Roche, 
ne. 


3—“Aldinamide,” trade name of Lederle Laboratories. 
4—“Tibione,” trade name of Schenley Laboratories. 
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O Nicotinic Acid 


Acid 


= 0 
O Nicotinic Acid Amide 


Amide 


Pyrazinamide, Trade name of 
Lederle Laboratories, "Aldinamide" 


Isonicotinic Acid Hydrazide 
Trade name of 
E. R. Squibb & Sons, "Nydrazid" 
Hoffmann-La Roche, Inc., "Rimifon" 


CH3 
NH - 
NH 
' 
C=0 


1- Isonicotinyl-2- Isopropylhydrazine 
Trade name of Amithiozone, Trade name of 


Hoffmann-La Roche, Inc., "Marsilid" Schenley Laboratories, "Tibione" 
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An Evaluation of Blue Cross and Blue Shield 
for the Hospitals* 


Antuony J. J. Rourke, M. D. 
President, American Hospital Association 
San Francisco 


It is my hope in this paper to sketch a picture of 
the effects of prepayment hospital and medical plans 
on hospitals, as I see it today. A number of studies 
will give you a much better statistical analysis of 
what has happened over the past ten years, and 
therefore I am not going to load this paper with such 
data. To set the stage, however, I would like to point 
out that in 1940 about 12,000,000 people carried 
some form of prepayment hospital insurance, and by 
1952 this has reached a level of about 80,000,000 
people. In 1940 about 5,000,000 people carried some 
form of surgical protection, while in 1952 this figure 
has reached approximately 60,000,000. 

It is interesting to note that each year the number 
of people enrolled in prepayment hospital or medical 
plans has increased. With 80,000,000 people carrying 
hospital coverage and over 60,000,000 people carry- 
ing some form of surgical coverage, the answer to 
the question, “Has this affected the hospital of 
today?” must be answered in the affirmative, and it 
now my task to try and outline how this phenomenal 
growth of voluntary prepayment coverage has affected 
the modern hospital. 

For years hospitals have been concentrating on a 
Public relations program which includes the celebra- 
tion of Hospital Day on May 12th, good press rela- 
tions and favorable radio programs. Literally tons of 
leaflets have been passed out in an attempt to describe 
the workings of the hospital around the clock and 
behind the scenes. All these efforts have met with 
limited success because there still remained the prob- 
lem of financing the hospital bill. 


The BLUE CROSS - BLUE SHIELD movement 
has furnished the missing link in public relations 
between the hospital and its patients. We have known 
for a long time that our clients constitute reluctant 
visitors to our institutions and in every sense of the 
word are a “captive audience” during their hospital- 
ization. They are in bed because of necessity rather 
than choice. They are all sick rather than enjoying 
good health. They are all facing a hospital bill which 
is an unwanted and unexpected expense. The little 
BLUE SHIELD or BLUE CROSS card does more 
than any other single item to combat this unhappy 
relationship between the hospital and the patient. 


I feel quite confident that few Plan directors can 
ever appreciate the sheer joy which is expressed by 
the entering patient or his relative when he presents 
his admission card to the hospital admitting clerk. 


Presented at Annual Conference, Blue Cross and Blue 
Shield Plans, San Francisco, April 2, 1952). 


Only people working in hospitals can fully appreciate 
the great sense of relief, not oaly for the patient but 
for the hospital, when this little gilt edged bond of 
security is presented for recognition. I can assure 
you that no other card in the world has so much con- 
fidence and security packed into so few square inches. 
Such littke BLUE CROSS and BLUE SHIELD mem- 
bership cards constitute the greatest and most 
satisfactory public relations program which has ever 
existed in the hospital field. Without a doubt, among 
the 80,000,000 people carrying cards, a great majority 
of them would rather sacrifice the membership cards 
in their fraternal orders and exclusive clubs, than 
part with their little certificate of preferred stock 
which carries such an excellent dividend upon de- 
mand when the need arises. 


Second to its great importance as a public relations 
program is the tremendous advantage to the hospital 
because of the vast improvement in credit and col- 
lections. Because of the non-profit status of the 
voluntary hospital systems of this country, working 
capital has always been at a minimum. The constant 
demands of meeting ever-increasing payrolls and 
purchasing institutional commodities have created a 
need for an improved cash position in hospitals. It is 
customary in many hospitals to request a cash de- 
posit before the patient is admitted, and if the pa- 
tient is hospitalized beyond the time when the deposit 
is exhausted, to carry a large balance in its accounts 
receivable. The advent of BLUE CROSS and BLUE 
SHIELD in its present extended enrollment allows 
for definite planning in the financing of hospital opera- 
tion. There has been a reduction in bad debts and a 
marked reduction in the percentage of collection ex- 
pense. 

A third advantage to hospitals of the prepayment 
movement is the outstanding improvement in account- 
ing systems. Prior to the beginning of the movement, 
hospital charges set by-guess-and-by-gosh were the 
vogue of the day. Now, with a large percentage of 
all hospital bills being paid by prepayment plans, and 
their desire to pay cost plus a small write-up, it has 
become imperative for hospitals to focus greater at- 
tention upon better accounting. Out of such better 
accounting have come many forward steps in the 
financial operations of our institutions. 


Fourthly, with the assured payment of this very 
large percentage of hospital bills, the institutions of 
this country have been able to vastly improve the 
working conditions of their personnel. Prior to World 
War II and consequently prior to the great expansion 
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{ BLUE CROSS and BLUE SHIELD, hospital 
personnel were paid at substandard levels. Tradition- 
illy it was considered by many hospitals that the 
privilege of caring for the ill was adequate compensa- 
tion to make up for the difference between hospital 
wages and the higher wages paid by industry. Just as 
in illustration of what has happened over the past 
decade, the percentage of hospital payrolls to total 
operating expenses has increased from about forty to 
sixty-five percent. At the present time hospital wages 
more nearly approximate those paid to personnel in 
other endeavors. Without increased occupancy and 
assured finances resulting from the prepayment 
method, the above change would have been very 
difficult and greatly delayed. 


The last major advantage I will mention is the 
fact that over 80,000,000 people have thought of 
hospital care at a time when they are not ill—that 
is, at the time they are enrolled. I am sure that any 
sales organization successful enough to bring the 
attention of 80,000,000 people to a particular product 
would consider itself outstandingly successful. 


Many years ago people thought of the hospital as 
a place in which to die. Somewhat later they con- 
sidered it as a place to wipe out a lifetime’s savings 
and be saddled with debt. In other words, the hos- 
pital was thought of only as a source of sorrow and 
only at a time of illness. Today, thanks to the prepay- 
ment movement, people are thinking of the hospital 
while they are well and with the full knowledge that 
they are spreading the painful cost of illness—if and 
when it comes. What greater factor in health education 
could be taught than, “While in Health Prepare for 
Illness”? 


The possession of prepayment coverage has resulted 
in the admission of a greater number of patients 
earlier in their disease than previously had been the 
case. I feel confident that Dr. Cline will comment 
upon this very great advantage to the patient and to 
the physician. 


I am reluctant to describe results of the preypay- 
ment movement in the realm of advantages and dis- 
advantages, but rather as I have above mentioned 
certain problems which have been settled, I would 
now like to discuss some problems which have been 
created. While it is an illwind that does not blow 
some good for someone, the converse is also true—it 
is a rare good wind which does not blow some ill. One 
of the most serious problems created by the prepay- 
ment movement has been its effect in markedly de- 
creasing the clinical material on the teaching services 
throughout the country. It is my impression that 
university services are receiving fewer teaching pa- 
tients, and that this has come about because the 
80,000,000 people now covered with prepayment in- 
surance find it possible to elect private services rather 
than teaching services. If this trend continues, our 
traditional teaching service will disappear and some 
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other way will have to be found for training the doc- 
tors of tomorrow. This marked reduction in the teach- 
ing service will have a very adverse effect upon the 
training of medical students, internes, residents, 
nurses, dietitians and all the other technicians in the 
hospital field. Medical schools are greatly concerned 
about this lack of clinical material. Lest this statement 
be misconstrued, it is made with the full knowledge 
that the medical care furnished in our teaching 
hospitals throughout the country has been of the 
highest grade, under the supervision of some of the 
finest medical teachers in the world. 


Hospitals of the future will be greatly jeopardized 
in securing personnel to staff them unless some way 
is found whereby medical personnel can receive train- 
ing. This subject deserves deep thought and one 
suggestion that comes to mind at the moment is the 
possibility of prepayment health plans and medical 
schools agreeing to some type of program whereby 
certain groups may purchase hospital care for a re- 
duced fee, and that the prepayment plan be billed 
for some figure less than the charges for the usual 
contract. This would, of course, mean that the medical 
school would underwrite the difference between the 
prepayment plan and the cost of the service. As you 
well know, this would not differ greatly from the 
manner of financing such clinical material under the 
previous system. The reduced premium might con- 
stitute an incentive for certain groups to elect teaching 
services. This suggestion is made regarding that 
group of persons who normally would be eligible for 
admission to teaching hospitals were it not for the 
fact that collective bargaining has resulted in the 
family possessing a hospital prepayment plan. If the 
BLUE CROSS and BLUE SHIELD programs con- 
tinue to favor a voluntary nonprofit method of 
financing hospital and medical care, they must de- 
velop a keener awareness of the needs of the 
voluntary nonprofit system of medical education and 
try to develop ways and means of providing patients 
for the teaching services. They will continue to re- 
ceive the highest grade medical care possible. 


The advent of this tremendous expansion of pre- 
payment care has resulted, in my opinion, in some 
unnecessary hospital admissions, some unnecessary 
diagnostic work and in some cases, an unnecessary 
length of hospitalization. A factor, I am sure, in the 
above, is the patient’s possession of a prepayment 
health policy which in some cases constitutes a strong 
urge to cash in on something he feels he deserves. 
The existence of some unnecessary hospitalization and 
unnecessary diagnostic work has created problems be- 
tween medical staffs, their hospitals and prepayment 
plans. Statistics have revealed from city to city, and 
from state to state a varying pattern in medical and 
hospital care, which I am confident will be studied 
carefully by the practicing physicians of this country 
and every attempt will be made to remedy any 
abuses which have existed. 
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A third problem has been created because certain 
benefits become available to hospitalized patients 
when they are not available to ambulatory patients. 
It is impossible to say how much effect this has had 
in the need for hospital beds, especially in our larger 
cities, but I believe it is an appreciable factor. I am 
confident that prepayment plans will have to more 
rapidly help solve the problems of covering diagnostic 
procedures on an out-patient basis, and that hospitals 
and/or doctors will have to develop greatly expanded 
facilities for rapid diagnostic procedures for private 
patients, which will be available to any doctor whether 
he practices in a group or alone. If we are going to 
lower the cost of hospital care, strengthen our prepay- 
ment plans by improving their financial situation, de- 
crease the need for expansion of hospital beds— 
especially in large cities where multiple hospitals 
exist, decrease the man hours lost in employment, and 
bring to the public the best in American medicine and 
hospitalization, we must establish diagnostic facilities 
where physicians may obtain rapid answers with a 
minimum expenditure of the patient’s time. Such 
facilities must be associated with a food service and 
bedroom service, where the patient may rest between 
procedures. Such out-patient diagnostic services would 
not entail the heavy cost of nursing service around 
the clock, the heavy expense associated with meals 
in bed, the large volume of visitors, the expensive 
te'ephone service, the operation of elvators and a host 
of other expenses of which all hospital people are so 
well aware. The present system of diagnostic pro- 
cedures carried on at a snail’s pace in a busy hospital 
must sooner or later give way to more modern 
methods. While there may be a great reluctance on 
the part of many of my medical friends to consider 
belt-line production or streamlining any procedure 
associated with medicine, I personally feel that there 
are two parts to the accumulation of diagnostic in- 
formation; the first part deals with purely administra- 
tive techniques ‘in traffic management and to this 
part I am perfectly willing to apply the most modern 
methods of rapid transit. The second part applies to 
medical interpretation and is based upon the educa- 
tion, training, experience and judgment of a qualified 
physician. In this part of the diagnostic procedure 
modern methods of belt-line production have no place. 
Careful study will reveal, however, that in many 
diagnostic problems, under our present methods, for 
every hour of professional consideration by the physi- 
cian, twenty-three hours may be wasted in a standby 
system in an expensive hospital bed. Where such 
rapid diagnostic facilities are placed and under whose 
administration they are operated is open for discussion 
but I firmly believe that hospitals and/or doctors 
-must rapidly develop such facilities, and prepayment 
plans must add the stimulus by developing ways and 
means of writing coverage and furnishing finances. 

There is an ever-increasing and constant demand 
for a more comprehensive coverage of hospital ex- 
pense by our prepayment subscribers. It is evident 
that this public demand must be met if we are to 
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continue successfully to increase the number of people 
receiving protection. It is an interesting commentary 
that the establishment of benefits, where no benefits 
existed, has created a demand for greater benefits. It 
would appear that the public has liked what we have 
brought to them and want more of it. 


The ability on the part of the patient under the 
prepayment medium to purchase higher priced hospital 
accommodations has greatly increased the need for 
more private and semi-private rooms and less ward ac- 
commodation. 


The need for more and more doctor-hospital-prepay- 
ment plan cooperation should not be listed under 
problems but rather under challenges to those of us 
associated with the health field. Today’s combined 
meeting of the Blue Shield and Blue Cross, plus the 
opening remarks by Dr. Schriver on Sunday after- 
noon, are tangible evidence that doctors, hospitals 
and Plans in most areas are working together to 
bring greater benefits to the public. 


Perhaps another major problem brought to hospitals 
as a result of the prepayment movement is the method 
and amount paid by plans for care purchased. This 
has had a great deal of discussion at hospital meetings 
for the past ten years. Suffice it to say that it will 
take the wholehearted cooperation of hospitals and 
Plans to solve this knotty problem and there are only 
two principles which constantly must be kept before 
both groups: First, hospitals must receive costs in 
order to continue their operations; and secondly, costs 
must be kept at a minimum if our voluntary plans are 
going to be able to continue to expand their wonderful 
work. 


It must be abundantly evident to the hospitals and 
prepayment plans of this country that the concept 
of the hospital as an agency to dispense charitable 
care to the needy in our communities should no longer 
exist, especially if any portion of that care is being 
financed by those patients who are paying their own 
bills. In my opinion local and state governmental 
agencies must assume the financial responsibility of 
the medically indigent care in our hospitals. I know 
of no better way of doing this than through BLUE 
CROSS and BLUE SHIELD programs. It will be- 
hoove hospitals and prepayment plans to continually 
bring this to the attention of local governmental 
agencies who cannot continue to avoid their just 
responsibility. 


SUMMARY 


My evaluation of BLUE SHIELD and BLUE 
CROSS PLANS would list the following problems 
which have been solved or greatly helped: 


1. They have furnished the much needed and most 
effective public relations tool in history. 


2. They have greatly enhanced the financial stability 
of our hospitals. 
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3. They have directly or indirectly focused our 
ttention on cost because of improved accounting 
methods. 

4. They have made it possible to vastly improve the 
-emuneration and personnel policies for hospital 
workers. 

5. They have contributed to the health education 
of 80,000,000 people by concentrating their attention 
on hospital cost — not during illness, but during 
health. 

6. They have made earlier hospital admission pos- 
sible. 

The following problems have been created or have 
grown: 

1. They have caused a serious decrease in hospital 
patients on teaching services and if the present trend 
continues may cause the disappearance of the tradi- 
tional teaching service. 

2. They have in some ways—and inadvertantly— 
been the cause of abuse of hospitalization and diag- 
nostic facilities. 

3. They have shown us the urgent need for rapid 
diagnostic service for private patients on an 
ambulatory basis. 

4. They have changed the architectural planning 
of our hospital structure because of the shift to more 
private rooms and fewer wards. 


5. They have created some tensions between hos- 
pitals and medical staffs, but in turn have shown 
a pattern of cooperative work between doctors, hos- 
pitals and Plans which has no precedent. 


6. They have created the problems bound to 
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occur with third party payments as to methods and 
amounts, 

7. They have allowed us to define and separate 
the costs of caring for the medically indigent and 
have indirectly made it obvious to us that local 
governments must assume their just responsibility for 
financing such care. 

In conclusion, while evaluating the phenomenal 
public service performed by Blue Cross and Blue 
Shield, one cannot help marvelling at its rapid yet 
orderly growth. I can think of no other voluntary 
movement which can equal the beneficial impact it 
has had on the people of America. In history it will 
take its place alongside the tremendous achievements 
of medicine — such as immunization, purification of 
water supplies, pasteurization of milk, ete. 

This paper would not be complete without paying 
tribute to you fine people who have made it possible. 
Yours is an enviable record. Continue your fine efforts 
and remember that the product you have so ably 
made available to the American public is constantly 
changing. Medicine is pushing back the frontier of 
the unknown. Your subscribers are not receiving the 
medical and hospital care of 1940 but rather the 
brand of 1952 which embraces antibiotics, chemo- 
therapy, cortisone, ACTH, surgery of the heart and 
lungs corneal transplants, replacement transfusions 
and a host of other advances which have occurred 
since your movement was born. 

You continue your fine job and we will work hard 
on ours, and then between us we will make avail- 
able to the citizens of this country not only the highest 
grade care on earth but also a way to purchase it. 


CANCER 


Edited by Joun C. Hawk, Jn., M.D., Charleston, S. C. 


THE EARLY DIAGNOSIS OF CANCER 
Joun C. Hawk, Jr., M. D. 


It has been generally recognized for years and has 
become a cardinal principle of cancer teaching that 
early diagnosis, followed promptly by adequate treat- 
ment, offers the best opportunity for cure of any 
malignant lesion. With this in mind, a review of some 
of the diagnostic methods currently in use has been 
undertaken. It is hoped that individual physicians 
may be stimulated to assess the extent to which they 
are making adequate use of the methods actually 
available to them. 


PATIENT AND PHYSICIAN AWARENESS 


In the achievement of early diagnosis of cancer 
there is as yet no substitute for intelligent awareness 
on the part of the patient of the symptoms and signs 
of potential malignant disease. The educational pro- 

From the Cancer Clinic and the Department of Surgery, 


the Medical College of South Carolina, Charleston 16, South 
Carolina. 


gram of the American Cancer Society has done much 
to make lay persons cognizant of the following so- 
called “Danger Signals” which may herald the pres- 
ence of cancer: 


. Any sore that does not heal. 
. A lump or thickening in the breast or elsewhere. 
. Unusual bleeding or discharge. 
. Any change in a wart or mole. 
. Persistent indigestion or difficulty in swallowing. 
. Persistent hoarseness or cough. 

7. Any change in normal bowel habits. 


The lay education program has included the distribu- 
tion of many brochures and pamphlets pertaining to 
cancer, the use of various exhibits about cancer, and 
the showing of the film “Self Examination of the 
Breast” to women’s groups of all types. 
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Some criticism has been leveled at the American 
Cancer Society and other organizations engaged in 
public cancer education on the grounds that latent 
neuroses may be activated and so-called cancer- 
ophobias produced by publicity about cancer. This 
effect, although certainly not to be ignored, has been 
exaggerated and overemphasized. It is indeed a small 
price to pay for the early diagnosis and adequate 
treatment of large numbers of cancer cases. 


Alertness on the part of every practicing physician 
to the high incidence of cancer and to its pleomorphic 
manifestations must be accompanied by willingness 
on the part of the physician to utilize to the fullest 
extent his own diagnostic facilities and capabilities 
and, in addition, when these do not suffice, to refer 
the patient to another physician or to a clinic for 
further studies. The slogan “Every Doctor’s Office a 
Detection Center” serves to emphasize that much can 
be accomplished in early detection of cancer by a 
complete history and physical examination plus the 
use of simple diagnostic tests which can be made 
available in any office. Unfortunately, examination of 
the oral cavity, vaginal examination and digital rectal 
examination are too often omitted or are performed 
in a perfunctory manner. Proctoscopy, although a 
simple procedure, is utilized far too infrequently. Too 
often treatment of a lesion, in such a location as the 
oral cavity, the cervix or the skin, is undertaken with- 
out previous biopsy of the lesion to establish a diag- 
nosis; and such treatment often is not only unsuccess- 


ful but actually harmful to the patient. Until the 
procedures mentioned are utilized fully by all physi- 
cians, the slogan given above will fall short of realiza- 
tion. 


It is perhaps needless to state that full utilization 
should be made, wherever applicable, of any of the 
other well-recognized diagnostic procedures com- 
monly available in a general hospital, such as x-ray 
diagnostic studies, hematologic studies, gastric analy- 
sis, stool examination and various endoscopic pro- 
cedures (esophagoscopy, bronchoscopy, gastroscopy, 
cystoscopy, etc.). Since the indications for these pro- 
cedures are so well-known, no further discussion of 
them will be undertaken in this paper. 


CANCER DETECTION CENTERS 


Since the establishment of the first Cancer De- 
tection Center 25 years ago.' many similar centers 
have been set up, chiefly in large cities or in con- 
nection with medical teaching institutions. Such cen- 
ters have varied greatly in the type of persons ac- 
cepted for examination, the extent of detection pro- 
_ cedures employed, and the mode of handling of 
further diagnostic studies and treatment. Considerable 
controversy has been raised as to the effectiveness and 
value of these centers and many centers have been 
discontinued. In California, for instance, where four 
cancer detection clinics were set up as pilot centers, 
three were subsequently discontinued.2 The chief 
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criticisms of the clinics have been: (1) the difficulty 
in restricting the clinics to asymptomatic patients; 
(2) the low percentage of detections, estimated as 
low as 1 in 1000 by some; (3) the high cost per 
detection; and (4) the large number of patients who 
do not receive diagnostic procedures recommended 
when they are referred back to their local physicians. 
Cliffton and Rush,3 in a recent study of the New 
Haven Cancer Detection Center, conclude that when 
a detection center is conducted in association with 
full diagnostic facilities and a proper follow-up system, 
the large majority of silent cancers are diagnosed 
and the patients who have these silent cancers are 
greatly benefitted by the early diagnosis, as indicated 
by the low incidence of metastatic lesions in these 
patients. They admit that the percentage of silent 
cancers detected in a group of patients as a result of 
a single examination of each patient may not be high 
enough to justify the cost of operation of a detection 
center, but feel that other indirect benefits justify the 
continuation of detection centers in selected institu- 
tions. Indirect benefits cited include the use of de- 
tection centers for the evaluation of new methods of 
detection, the contribution made by the centers to 
the education of the medical and lay public concern- 
ing cancer detection, and, lastly, the benefits from 
early diagnosis of diseases other than cancer. New 
advances are constantly being made to increase the 
effectiveness of cancer detection centers, but it is 
probably fair to say that at the present time they 
still play a relatively minor role in the overall pro- 
gram of early diagnosis of cancer. 


SERODIAGNOSTIC TESTS FOR CANCER 


For many years it has been recognized that the 
development of a specific serodiagnostic test for 
malignant disease, comparable to the Wassermann re- 
action for syphilis, would revolutionize the present 
concepts of the early diagnosis of cancer. As early 
as 1936 sufficient literature had accumulated to war- 
rant a review of the subject by Davidsohn,4 and sev- 
eral subsequent reviews have been published by 
others.5,6,7 In 1950 Dunn and Greenhouse,® in a 
monograph entitled “Cancer Diagnostic Tests: Prin- 
ciples and Criteria for Development and Evaluation,” 
indicated that a general diagnostic test to be useful 
for mass screening purposes should be positive in at 
least 90% of cases with early, localized cancer, and 
should not yield more than 5% false-positive tests. 
Despite attacks upon the problem from many differ- 
ent angles, no tests which fulfill these criteria have 
as yet been developed. The iodo-acetate test devised 
by Huggins and associates has received considerable 
attention; but in a recent report describing the use 
in 1,328 persons of both this test and the tryptophan- 
acid test of Seibert,10 Riegel and co-workers11 con- 
clude that neither test is of value, singly or combined, 
(1) to indicate the presence of malignancy, or (2) 
to indicate whether or not a malignant growth has 
been successfully removed. Hill et alt2 have recently 
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valuated four cancer serodiagnostic tests, plasma- 
at-coagulation, methylene blue reduction, Raffo 
eutral-red, and Munro protective-colloid, and con- 
jude that the four tests together or singly are too 
naccurate for mass detection or differential diagnosis 
f cancer. 


Although some degree of optimism may justifiably 
he entertained for the future development of a useful 
rodiagnostic test for malignant disease, it must be 
concluded that such a test is not now available. It is 
therefore worthwhile to continue to devote major 
attention to methods for the detection of cancer in- 
volving specific organs or body systems. 


EXFOLIATIVE CYTOLOGY 


The use of cytologic methods for cancer diagnosis 
dates back to the middle of the 19th century,13 but 
the widespread practical application of exfoliative 
cytology became possible only with the development 
by Papanicolaou of the fixing and staining technique 
which bears his name. Papanicolaou and Traut!4 re- 
ported in 1941 on “The Diagnostic Value of Vaginal 
Smears in Carcinoma of the Uterus” and it was in 
the field of uterine cancer that the method first be- 
came used extensively. However, this method has now 
become widely accepted in the detection of lung can- 
cer cells in sputum and bronchial washings, and more 
recently has been applied to the diagnosis of cancer 
of the oropharynx, esophagus, breast, stomach, in- 
testinal tract, and genito-urinary tract, and has been 


employed in studying cerebrospinal fluid, pleural 
effusions, ascitic fluid, and joint effusions. 


It is considered worthwhile, because of the growing 
importance of cytologic diagnosis, to present here a 
brief summary of some of the new methods employed 
and the results obtained in various fields. Much of 
the information given here is taken from papers 
presented at the Second National Cancer Conference 
in Cincinnati, Ohio, March 3-5, 1952. 


Uterus: In several large series of cases reported re- 
cently, analyses have been made of the accuracy of 
vaginal and /or cervical smears in the diagnosis of 
carcinoma of the cervix and of the endometrium. The 
technique of obtaining material for smears still varies 
from clinic to clinic, some relying on material aspirated 
from the posterior fornix, while others take smears 
or scrapings from the cervix itself, using various 
implements. Graham,19 reporting on the accuracy of 
the initial smears (a single smear made from the secre- 
tion aspirated from the posterior fornix) obtained on 
18,302 women, states that an error of 10.4% (missed 
diagnoses) occurred in the 641 cases of carcinoma of 
the cervix found in this series. False-positive diagnoses, 
calculated on the basis of the number of positive 
cases, fell from 15.3% in the first four years of this 
series to 4.9% during the last five years. Of great 
importance was the finding of 60 cases of unsuspected 
cervical cancer, 49 of which were pre-invasive. Cuy- 
ler,20 reporting on smears obtained from a series of 
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21,598 patients in whom 747 gynecologic cancers 
were found, states that the number of cases of squa- 
mous cell carcinoma missed in the initial smear was 
8.7% of the number studied, while the error for can- 
cer of the endometrium was 30.1% (22 missed out of 
73 cases). In explaining the latter high incidence of 
error, he cites both the problems involved in obtain- 
ing adequate smear material in cases of endometrial 
carcinoma and the difficulties entailed in differ- 
entiating malignant cells from those occurring in 
benign hyperplasia. Aspiration of material directly 
from the uterine cavity may help to obtain more 
satisfactory material. 


Sponge biopsy, as described by Gladstone,'5 is 
another method which may be employed to obtain 
cytologic material from the vagina and cervix. 


Lung: Cytologic study of sputum and /or bronchial 
washings has become a valuable aid in the diagnosis 
of suspected lung cancer. McDonald and Woolner,21 
reporting their experience with 1000 cases in which 
the pulmonary cytology report was positive for car- 
cinoma, state that this method will not make the 
diagnosis of more than 60-70% of bronchogenic car- 
cinomas, and that about 1% false positives may be 
expected. Herbut35 summarizes his data in over 500 
cases of carcinoma of the lung as follows: (1) Positive 
cytologic diagnosis in 88% of cases, (2) positive 
bronchoscopic biopsies in 31% of cases, (3) positive 
cytologic diagnosis and completely negative broncho- 
scopic findings for tumor in 29% of cases. Benioff36 
reports that when on adequate number of spatum 
specimens (five) are examined, positive cytologic 
diagnoses can be obtained in approximately 90%. 
Although cytologic studies are becoming more and 
more helpful, a negative result cannot be accepted 
as ruling out lung cancer. Clagett,22 Maier23 and 
others have emphasized that surgical exploration 
should not be delayed because of negative broncho- 
scopic or cytologic studies in patients suspected of 
having lung cancer on the basis of chest x-rays. 


Stomach: The difficulties encountered in differ- 
entiating benign from malignant gastric lesions, on 
the basis of clinical data, x-ray studies and gastro- 
scopy, have stimulated efforts to develop tech- 
niques for obtaining satisfactory preparations of ex- 
foliated cells from the stomach. Simple aspiration of 
fasting gastric contents or lavage of the stomach with 
saline fails to give satisfactory cytologic material be- 
cause of the rapid digestive action on exfoliated cells 
and the difficulties encountered in concentrating the 
washings. Recently, however, two promising methods 
have been developed. Rosenthal and Traut!6 have 
utilized the mucolytic action of a papain-cysteine mix- 
ture to concentrate gastric washings containing freshly 
exfoliated cells. Rosenthal24 reports employment of 
this method in 1500 subjects without any noteworthy 
hemorrhages or other untoward effects. The first 
400 have been followed adequately and 42 carcinomas 
have been demonstrated in this group. Of these 42, 
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33 showed malignant cells in their lavage preparations. 
Six of the nine missed cases had subtotal obstruction 
with consequent contamination of the washings by 
food and debris. This source of error is now being 
eliminated by preliminary washing and overnight 
suction prior to obtaining the specimen. Three false 
positives were encountered in this group. 


Panico, Papanicolaou and Cooper!7 have devised 
an inflatable balloon covered with netting, attached 
to a gastric tube, to serve as an abrasive agent within 
the stomach to recover large numbers of cells from 
the gastric lining. The technique employed and the 
results of the first 100 cases have been portrayed by 
Papanicolaou and Cooper!8 in a 16 mm. color film 
now available from the American Cancer Society for 
showing to selected professional audiences. Analysis 
of the first 200 cases studied25 shows that of the 43 
carcinomas present, 31 were detected cytologically, 
seven were classed as suspicious and five were missed. 
The missed cases include two antral lesions not 
reached by the balloon, one lesion covered by a 
necrotic membrane, one scirrhous carcinoma and one 
lymphosarcoma. There was one false-positive case and 
in addition seven non-cancer cases were listed as 
“suspicious” (Class HI) cytologically. Both of these 
methods are now being evaluated at several institu- 
tions including the Medical College of South Caro- 
lina. 


Intestinal Tract: Lemon,26 reporting the results of 
cytologic studies of duodenal drainage in 140 pa- 
tients, 55 of whom had cancer, concludes that neo- 
plastic cells can be recovered in two-thirds of patients 
with cancers primary in the gallbladder, biliary tract 
and pancreas. Only two false positives were en- 
countered. Cytologic evidence of neoplasm was ob- 
tained twice as frequently as roentgenologic evidence. 
He also reports the results of proctosigmoidoscopic 
smears in 110 patients. He feels that this method is 
not as reliable as biopsy for the evaluation of visible 
polypoid lesions, but that it can offer cytologic 
evidence of malignancy of lesions in the sigmoid colon 
above the level of the sigmoidoscope. 


Breast: Jackson and Todd27 report that they have 
been able to express secretions from the breasts of 
43% of a series of 6,835 patients, 1942-1951, all of 
whom had complaints referable to their breasts, but 
70% of whom had no demonstrable pathologic con- 
dition in their breasts. A total of 8,406 breast secre- 
tions were studied. These workers find the procedure 
useful in diagnosing intraductal papilloma, and report 
operating on 160 cases of this condition from 1940 
to 1949, 63% of which were revealed by cytologic 
study. They consider this condition as often pre- 
malignant. In their experience carcinoma is diagnosed 
infrequently, possibly because secretion is often un- 
obtainable due to early blockage of the duct system. 
Saphir28 also reports that this procedure is valuable 
in diagnosing intracystic papillomas and other benign 
conditions, such as Schimmelbusch’s disease. 
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Genito-Urinary Tract: After reviewing the literature 
and polling a group of eminent urologists as to thei 
opinions, Boyer29 concludes that the prostatic smear 
as a routine screening test for men in the cancer age 
group has proved disappointing but deserves further 
controlled study. He feels that “negative” reports on 
prostatic smears should have little influence on the 
handling of individual cases, “suspicious” reports 
should call for further smear studies and close clinical 
follow-up, and that “positive” reports, returned by 
a cytologist well-versed in the interpretation of 
prostatic smears, should be considered of sufficient 
significance that in uninfected cases, producing  re- 
peated positive smears, serious consideration should 
be given to radical surgery, even in the absence of 
other findings. The prostatic smear has attained its 
greatest value in giving corroborative evidence in 
clinically suspicious cases, thus helping to eliminate 
disastrous procrastination. Scapier3© has attempted 
to evaluate the results of cytologic smears of urine 
sediment and prostatic secretion obtained by massage 
from all asymptomatic male patients 50 years of age 
or over, seen in the Strang Cancer Prevention Clinic, 
1949 through 1951. Over 14,000 patients were ex- 
amined and 40 cases found showing cells with malig- 
nant characteristics. One case of carcinoma-in-situ of 
the bladder and one case of adenocarcinoma of the 
prostate were detected by this method. Pathologic 
confirmation had net yet been obtained in the other 
cases showing abnormal cytology, so no conclusions 
could be drawn as to the value of this as a screening 
measure. 

The lack of adequate numbers of qualified experts 
in exfoliative cytology now constitutes the chief 
obstacle to the general use of this important diagnostic 
method by practitioners everywhere. The study of 
cytologic smears is exacting and time consuming, and 
although certain laboratories have trained technicians 
for the “screening” of a large number of smears, there 
still remains a large volume of work for the expert 
cytologist himself. No “short-cuts” have yet been de- 
vised which do not endanger the accuracy and there- 
fore the true value of the cytologic diagnosis. In some 
cities and states, cytologic laboratories have been set 
up under the auspices of the local or State Board of 
Health to process cytologic smears (chiefly vaginal 
or cervical) sent in by any physician. In South Caro- 
lina it has been recommended to the State Budget 
and Control Board by the Executive Committee, South 
Carolina Division, American Cancer Society, Inc., 
that funds be appropriated to set up such a labora- 
tory, but as yet such funds have not been made 
available. Such a service should be available to 
indigent patients on a free basis, but, because of the 
high expense of processing Papanicolaou smears, an 
appropriate fee should be charged patients financially 
able to pay. It is hoped that such facilities will be 
made available in South Carolina in the near future. 


MASS X-RAY SURVEYS 


Mass chest x-ray screening programs have been 
aimed primarily at detecting pulmonary tuberculosis, 
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jut, as pointed out by Anderson,31 such surveys pre- 
sent an excellent opportunity for cancer case finding. 
(suiss32 has recently given a progress report on the 
|.os Angeles County mass chest x-ray survey, involving 
|.867,201 subjects. A total of 64,745 persons were 
sked to return for confirmatory films, and 54,648 
complied. Among the confirmatory films 3,500 were 
placed in the Chest Tumor Registry as constituting 
“Chest Tumor Suspects,” an incidence rate of tumor 
suspects of 1.9 per 1,000 examined in the survey. The 
number of chest neoplasms eventually confirmed was 
240, of which 177 were malignant tumors and 63 
benign. There was, unfortunately, a considerable de- 
lay between the time of taking the 70 mm. film and 
the time of surgery in many cases. From the narrow 
viewpoint of control of lung cancer, each proven 
bronchogenic carcinoma represented an expenditure 
of $9,625.00 on the part of the entire survey, but it 
must be recalled that the survey was designed 
primarily to detect tuberculosis, 18,785 cases of 
which were actually found. Mass x-ray surveys will 
undoubtedly continue to be increasingly valuable 
means of detecting early, asymptomatic lung cancer. 


In several centers photofluorography has been em- 
ployed as a screening examination for gastric lesions. 
Wigh and Swenson33 have reviewed their results in 
a photofluorographic survey of 5,096 examinees, age 
40 or over, with no significant gastro-intestinal com- 
plaints, and report that they found three gastric car- 
cinomas, five gastric adenomas and three other stom- 
ach neoplasms, types not yet verified. They attach as 
much significance to uncovering gastric adenomas as 
silent gastric cancers and conclude that “gastric photo- 
fluorography is an inexpensive cancer test with single 
organ specificity, high accuracy and a low false-posi- 
tive rate.” Further experience by other groups will 
be necessary before it can be judged as to how wide 
an application this method deserves as a screening 
measure. 


RADIOISOTOPES 


Radioisotopes have received wide attention as both 
diagnostic and therdpeutic tools in cancer work. From 
the standpoint of achieving early diagnosis of the 
existence of cancer they have been of little or no 
help. However, in localizing tumors known or sus- 
pected to exist they are sometimes useful. Radioactive 
iodine (1131) has been employed chiefly in local- 
izing metastases of thyroid carcinoma; even here its 
use is severely limited by the fact that only 10 to 
20% of thyroid cancers will concentrate sufficient 
iodine to make accurate localization possible. More 
recently serum albumin tagged with I131 has been 
employed successfully for localizing some brain 
tumors. Radioactive phosphorus (P32) has been used 
with variable success in the localization of brain 
tumors and in the diagnosis of intra-ocular tumors. 
More important, of course, are the uses for which 
isotopes are being employed in various phases of 
fundamental research in cancer, 
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TUBLELESS GASTRIC ANALYSIS 


Segal et al34 have reported a most ingenious 
method of detecting achlorhydria without the neces- 
sity of passing a gastric tube. They give by mouth 
a compound called Diagnex-QH which is hydrolyzed 
in the stomach if dilute hydrochloric acid is present, 
forming quinine hydrochloride which is absorbed in 
the intestine and rapidly excreted in the urine. By 
determining the amount of quinine hydrochloride in 
the urine they are able to estimate the presence or 
absence of free gastric hydrochloric acid. They de- 
tected 166 instances of achlorhydria in 940 patients 
tested by this means. They feel that this may develop 
into a suitable method of screening asymptomatic 
individuals for achlorhydria, which in turn may be 
used as a basis for instituting further tests for gastric 
cancer. 


SUMMARY 


(1) The importance of early diagnosis and prompt 
treatment of cancer has been cited. 


(2) Emphasis has been placed on the importance 
of lay education in developing awareness of the 
potential danger signals of cancer. 


(3) The need for alertness on the part of every 
physician to the possible existence of cancer in any 
given case and for full use by the physician of all 
diagnostic methods at his command has been stressed. 


(4) The values and limitations of cancer detection 
centers have been reviewed. 


(5) The failure of any serodiagnostic test for can- 
cer yet developed to meet the criteria for a useful 
test for screening purposes has been cited. 


(6) Some of the newer methods of cancer diag- 
nosis have been reviewed. 
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ANOTHER MILEPOST 


As this is being written plans are being maae tor 
the 1952 annual meeting, and when these words 
appear in print a new year will have started in the 
Association’s work. Another milepost in our history 
is being passed. 


The past year has seen steady if not spectacular 
progress in our activities. Our president, Dr. J. D. 
Guess, has spared neither time nor energy in touring 
the state, discussing Association affairs with district 
and county societies. The Council has met on several 
occasions and the House of Delegates has had one 
called meeting — to consider matter of particular 
importance. The Medical Service Plan has seen 
steady growth, groundwork has been laid for the 
formation of a grievance committee, the special com- 
mittee on infant care has started its work with an 
investigation of premature deaths, our Constitution 
and By-Laws have been brought up to date. And the 
usual and unusual activities of the Secretary and Ex- 
ecutive Secretary and other officers have been handled 


with efficiency. 


Ours is a democratic organization with every mem- 
ber of the Association having the right to cooperate 
with, to criticize, to protest against, or to ignore the 
work being done. The progress or lack of progress in 
our work in the days ahead will depend upon the 
will of the majority of our members. 


E. MARVIN DIBBLE 


Lives and not words are the best answer to those 
who say that the spirit of service no longer lives in 
the practicing physician of today. And nowhere could 
our association find a stronger argument in behalf 
of physicians than in the person of E. Marion Dibble, 
M. D. of Marion. As a family physician for over fifty 
years, as member and chairman of the State Board 
of Medical Examiners for two decades, as a charch 
member and a citizen and a friend, he has served 
his own community and the state with honor and 
devotion. 


Last year our Association presented Dr. Dibble 
with his “fifty year button,” and we were honored 
in having Dr. John Cline, President-elect of the 
American Medical Association, make the presentation 
in our behalf. This year, on his 74th birthday, the 
city of Marion paid him tribute and we publish 
with pride the following editorial which appeared 
in the Marion Star— 


“Wednesday morning at Marion Memorial Hospital, 
recognition was made of a man who has lived and 
served clean, gracefully, and faithfully the citizens 
of this community for the past fifty years. Dr. E. 
Marvin Dibble, more effectionately known as “Dr. 
D.,” has, beyond a doubt, set an example that others 
might well follow. No citizen of Marion is more re- 
spected or beloved by the rank and file, and the 
ceremony yesterday morning was timely and fitting. 


“His birthday was an opportune time for congratula- 
tions, and Marion Memorial was the proper place 
for the occasion, since he has contributed so much of 
his time and technical knowledge toward the realiza- 
tion of this long-cherished dream. 


“To the many friends and patients who had a part 
in the project, this was only a small expression of 
their love and affection toward Dr. Dibble. No doubt 
many would like to have done, or said, more. But 
there is little doubt in our mind but that he grasped 
its full significance. Because at the ceremony he was 
too emotional to speak. But it was just as well. Be- 
cause Dr. Dibble has long spoken his attitude toward 
the people of Marion and community.” 


SPIRITUS FRUMENTI 


The story is told of a colored parson who was 
invited to preach a trial sermon in a church which 
was considering calling him as pastor. Sensing the 
importance of the occasion, he chose as his subject 
the Ten Commandments. As he dwelt upon the prob- 
lems of blasphemy, adultery, observance of the 
Sabbath, murder, and parental piety, his audience was 
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wholly with him. But when he came to the question 
of stealing and mentioned specifically the case of 
stealing chickens, one of the congregation leaned to 
the man next to him and whispered, “Brother this 
new preacher won't do. He not only preaches but he 
butts in on our personal affairs.” 


Perhaps there are those who feel that this editorial 
is one which is meddling in personal affairs but we 
will risk the wrath of those who are so minded and 
present what we have to say. 


We would like to make some passing comment on 
a phase of that well-recognized American pastime, 
throwing spiritus frumenti “down the hatch.” 


It is not of the habitual drinker of whom we wish 
to write but rather of that somewhat peculiar in- 
dividual who, though a moderate drinker or tetotaler 
at home, suddenly tosses all inhibitions aside when 
he goes to a meeting or convention of his colleagues 
and makes it his business to absorb liquor to the 
point of saturation. And there are physicians-— 
fortunately their number is not as great as is their 
reputation—who fall in with this group of individuals. 


Attendance upon medical meetings, conferences, 
and conventions in this state and elsewhere have 
shown us the tendency on the part of some doctors 
to regard the occasions as ones in which to bury 
their worries, their woes, their tiredness—and_ their 
higher sensibilities — through the medium of the 
up-ended glass. That the meeting might be held for 
the scientific enlightment of those present or for the 
discussion of matters important to the medical pro- 
fession does not seem to be of any concern to them— 
they want their liquor and see to it that they get it. 
In the end they not only develop a severe headache 
themselves but become a real headache to those 
around them. Their loud talk and their boisterous 
conduct is an annoyance and nuisance to even their 
closest friends. 


There are three possible ways of dealing with 
these individuals. First, medical meetings could be 
held without any “social hour.” “Inconceivable,” some 
will say. And yet it is done in some places. We 
attended a district meeting in Winnsboro in company 
with a colleague some time ago. Four papers were 
presented, dinner was served, and an invited guest 
addressed the audience during the course of the 
afternoon and evening. No drinks were offered or 
even mentioned. On the way home, my friend made 
this observation, “That was one of the pleasantest 
meetings I have ever attended. Everything clicked, 
all seemed interested in what was said, no one draped 
his arm over my shoulder and blew his breath in my 
face, and I will have a clear head in the morning.” 


A second method of meeting the problem is that 
of limiting each person to one or at the most two 
drinks. This is attained through the mere expedient 
of having only so many bottles of the fluid avail- 
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able. We have seen this done to good effect in some 
of our national meetings. But it seems that one of 
the functions of a good host (be it an individual or 
a medical society) is to keep the visitors satisfied 
and it becomes a discourtesy to allow the situation 
to develop where a man wants to freshen up his last 
drink and there is not the wherewithal with which 
to accommodate him. Further, the man who really 
wants his liquor can always bring it with him. 


Finally, it might be possible to designate a special 
room for those who want to skip the scientific and 
business session and to leave these men to their own 
natural thirst, provided that they would stay within 
confines and not wander out to bother others. But 
this is still a free country and men may go where 
they please. 


So we end our discussion: diagnosis—too much 
spiritus frumenti by a small but loud group at medi- 
cal meetings; treatment—questionable and so far, un- 
satisfactory. 


HOW THEY STAND 


Every voter is interested in the stand which 
prospective candidates for President are taking on 
various subjects. Physicians, in partcular, are con- 
cerned with the stand on the issue of socialized 
medicine. The following information has been sent 
to us from A. M. A. and we pass it on to our readers 
without comment: 


Senator Robert A. Taft, (R), Ohio—One of medi- 
cine’s staunchest friends in the United States Senate. 
He is campaigning vigorously against Socialized Medi- 
cine and all forms of State Socialism. He voted 
against Reorganization Plan #1 which, if not de- 
feated, would have created a Cabinet position for 
Federal Security Administrator Oscar Ewing. 


General Dwight D. Eisenhower, (R)—He has made 
no public statement as yet on the issue of Compulsory 
Health Insurance or Socialized Medicine. He has 
spoken out against some socialistic proposals, but his 
leading backers in the Presidential race include 
several so-called “Fair Deal Republicans” whose posi- 
tion on the medical issue is at least questionable. Gen- 
eral Eisenhower's position may be clarified within 
the next few weeks. In this regard, yesterday Senator 
Dirksen (R), Illinois, cabled Senator Lodge (R), 
Massachusetts, who is at Eisenhower's headquarters, 
asking that he get Eisenhower to make a_ public 
statement on eight key National issues. On our issue, 
Senator Dirksen specifically asked: “Is he (Eisen- 
hower) for or against Socialized Medicine?” 


General Douglas A. MacArthur, (R)—Outspoken 
opponent of Socialized Medicine, Government con- 
trols and all socialistic proposals. 


Harold E. Stassen, (R)—Mr. Stassen took a strong 
position against Socialized Medicine in a series of 
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uticles written for The Reader’s Digest in January 
ind February of 1950, following a trip to England 
and a study of the British system. 


Governor Earl Warren of California, (R)-——A con- 
stant and determined advocate of Compulsory Health 
Insurance, even though he denies that this is Social- 
ized Medicine. Governor Warren caused Compulsory 
Health Insurance legislation to be introduced at the 
1945, 1947 and 1949 sessions of the California 
State legislature and fought vigorously, but un- 
successfully, for its enactment. He has become a 
bitter critic of the medical profession and, if elected 
President, undoubtedly would sponsor National Com- 
pulsory Health Insurance legislation similar to that 
advocated by the Truman Administration. He has 
also said in recent addresses that he favors virtually 
all of the New Deal legislation enacted during the 
past 20 years, but feels he could administer the pro- 
gram better than the Democrats. 


Senator Estes Kefauver, (D), Tennessee—In a 
letter to Dr. R. B. Robins of Camden, Arkansas, a 
member of the AMA Coordinating Committee, dated 
January 30, 1952, Senator Kefauver said: “As you 
know I have heretofore taken my position against 
the medical bill that is now in Congress. I don’t 
want anything to happen that may bring about 
Socialized Medicine.” Senator Kefauver, however, 


voted for Reorganization Plan #1, which would have 
made Mr. Ewing a Cabinet member, and has sup- 


ported some other aspects of the New Deal program. 


Governor Adlai E. Stevenson, (D), Mlinois—The 
current issue of Newsweek (April 14, 1952) carries 
an interview with Governor Stevenson, dealing with 
major National issues. He was asked the question: “Do 
you favor compulsory national health insurance?” 
answer, according to Newsweek, was: “Basically, 
the problem is how to lift people over the costs of 
major illness. I don’t know whether voluntary plans 
can do the job. I think the new commission on medi- 
cal needs may well add some light and remove some 
heat, enabling us to find a satisfactory solution to 
this perplexing problem.” 


Senator Robert S. Kerr, (D), Oklahoma—He voted 
for Reorganization Plan #1, which would have given 
Oscar Ewing Cabinet status, and has generally 
favored New Deal socialistic legislation. 


Senator Richard B. Russell, (D), Georgia—An out- 
spoken opponent of most socialistic legislation; he 
voted against Reorganization Plan #1. 


Senator Harry F. Byrd, (D), Virginia—A vigorous 
opponent of Socialized Medicine and all forms of 
Socialism. He addressed the Los Angeles Mid-Winter 
meeting of the AMA on this issue, December 5, 1951. 


Vice President Alben Barkley, (D)—He has sup- 
ported most of the Fair Deal program. To the best 
of our knowledge, he has not taken a public position 
on Socialized Medicine. 
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MINUTES OF HOUSE OF DELEGATES 
December 9, 1951 


The meeting was called to order at the Columbia 
Hotel at 3:10 p. m., by Dr. J. D. Guess, President 
of the South Carolina Medical Association. 


The floor was first extended to Dr. O. B. Mayer, 
Chairman of Council, to state the object of the 
meeting. Dr. Mayer told in detail of the events lead- 
ing up to the necessity for some action by Council. 
A meeting of Council was called to obtain informa- 
tion concerning the changes in the set-up of the 
State Board of Health, as announced in the public 
press, which was the first news of the changes that 
had come to the attention of Council. First, the Ex- 
ecutive Committee of the State Board of Health was 
called to meet with Council and each member of the 
Committee was asked to express an opinion. Next in 
order, State Auditor J. M. Smith was interviewed, 
along with a member of his staff, who had conducted 
an investigation of the Board of Health under the 
direction of the State Budget Commission. An opinion 
was obtained from them also, concerning the changes. 
Dr. Guess and Dr. Mayer then conferred with the 
Governor regarding these changes. The Governor 
suggested that the Medical Association submit a plan 
for changes in the set-up of the Board of Health. Dr. 
Harry Mustard, an expert in public health matters 
(who happened to be in South Carolina on vacation 
at this time) kindly consented to make an investiga- 
tion in the set-up of the Board of Health, at no ex- 
pense to the Association, and to advise what changes 
he thought progressive. After a period, Dr. Mustard 
made a report to Council with careful explanations 
of suggested changes which he thought advisable. 
Council then appointed a Committee of five to make 
a study of Dr. Mustard’s report and to report back 
to Council any suggestions. This was done and after 
many revisions, the report which was mailed to the 
members of the House of Delegates, was adopted. 
Dr. Wallace, Chairman of the Executive Committee 
of the State Board of Health, was invited to all the 
meetings and his opinion was asked on all points of 
the suggested recommendations which had been 
mailed to the members of the House of Delegates. 


In order that the House of Delegates might have 
all the information which was available to Council in 
making these resolutions, Dr. Mayer called on: First, 
Dr. J. I. Waring to report on the Mustard Report; 
second, on Dr. Joe Cain to give the political back- 
ground; third, on Mr. Meadors to explain the merit 
system in operation in the State Board of Health; 
fourth, on Dr. C. N. Wyatt to talk further about the 
Mustard Report; and fifth, on Dr. Guess, in the 
absence of Dr. Price, to bring out the highlights in 
the suggested changes submitted to the House of 
Delegates by Council. 


The House of Delegates was then thrown into a 
“Committee of the Whole” in order to freely discuss 
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the related matters so that each delegate could ex- 
press his opinion. Under these conditions the follow- 
ing were recognized as follows: 

1. Dr. Wallace, who sang the praises of the Board 
of Health as to services, efficiency, and economical 
management. 

2. Dr. Olin Chamberlain of Charleston was next 
recognized. He likewise praised the services of the 
members of the Executive Committee of the Board of 
Health. He objected to any criticism of the members 
of the Board of Health, and also, to the mentioning 
of Dr. Mustard’s name in connection with the recom- 
mendations. In the recommendations by Council, Dr. 
Chamberlain objected first, to the nominations of 
three men for the Health Officer (the Governor to 
appoint one), and second, to having the Legislature 
fix the salary of the Health officer. 


3. Dr. R. M. Hope of Charleston moved that the 
resolutions of the Charleston group, on the re- 
organization of the Board of Health, be read by Dr. 
Chamberlain at this time. This was seconded, voted 
on and carried. The alternate plan was then read to 
the “Committee of the Whole,” by Dr. Chamberlain. 


4. Dr. James A. Hayne was then recognized and he 
told of his experiences while holding the position 
of State Health Officer and he gave his advice. 


5. Dr. K. M. Lynch was recognized; he confirmed 
and approved of the reports of Dr. Wallace and Dr. 
Hayne. He then moved that the “Committee of the 
Whole” adopt the plan, as suggested by Dr. Chamber- 
lain, and recommend to the House of Delegates that 
it adopt the alternate plan instead of the plan sug- 
gested by Council. This was seconded. 


6. Dr. Robert Wilson was then recognized. He ob- 
jected to the change in these resolutions, whereby 
the State Medical Association was no longer the 
State Board of Health. He offered an amendment to 
that effect. This was seconded. 


7. Dr. Clay Evatt was recognized; he objected to 
the term of office of the Executive Committee mem- 
bers being limited to four years. 


8. Dr. Workman, seconded by Dr. W. T. Barron, 
offered an amendment to recommendation No. 6, 
whereby the words “and employ” be inserted after 
the words “to appoint” in line four of that recom- 
mendation. 

9. Dr. William Weston, Jr., after being recognized, 
talked briefly. 

10. Dr. W. A. Smith of Charleston was then recog- 
nized. He commended Council for suggesting changes 
in the set-up of the Board of Health. 


There being no further inclination to discuss the 
matter, the question of the adoption of the substitute 
plan, offered by Dr. Chamberlain, with amendments, 
was brought before the Committee by Dr. Guess. 
Dr. Wallace gained the floor to offer the amendment 
that the new Board of Health meet within 30 days 
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after the adjournment of the Legislature in order to 
organize and be ready to function on July Ist, follow- 
ing. 

Dr. Joe Cain then moved that all motions: and 
amendments be tabled so that a discussion of the 
two suggested plans could be conducted. The motion 
to table was lost. 


Dr. E. M. Dibble of Marion thought the presiding 
officer was mixed up but the chair did not agree. 

Dr. R. M. Hope gained the floor for further dis- 
cussion of the motion. 


The amendments were voted on first. The amend- 
ments of Dr. Workman, to recommendation No. 6, 
was passed by a large majority. Dr. Robert Wilson’s 
amendment, to recommendation No. 1, was lost by 
22 to 14. Dr. Wallace’s amendment, as to the time 
of meeting of the new Board of Health, was passed 
unanimously. The main question of adoption of the 
substitute recommendations, as amended, to be recom- 
mended for adoption to the House of Delegates, was 
then passed by a large majority, by the “Com- 
mittee of the Whole.” 

The “Committee of the Whole” then reverted to 
the meeting of the House of Delegates. Dr. Olin 
Chamberlain then moved, seconded by Dr. W. A. 
Smith, that the recommendations of the “Com- 
mittee of the Whole” be adopted by the House of 
Delegates. 


Dr. Gressette of St. Matthews then offered an 
amendment that the number composing the Board 
of Health be changed from nine to eleven; to be 
made up of six physicians, three other specialists and 
two lay members. The vote on this was tied 28 to 
28. The chair voted against it, thereby defeating the 
amendment. 


Dr. W. R. Tuten of Fairfax suggested a supporting 
amendment to Dr. Gressett’s amendment; this also 
was lost. 


The question as amended by the “Committee of the 
Whole” was then voted on by the House of Dele- 
gates and passed unanimously. 


Dr. K. M. Lynch moved, seconded by _ Dr. 
Chamberlain, that a special committee be appointed, 
with the President of the Association as chairman, 
to present these recommendations to the Legislature 
at its opening session; asking that they be enacted 
into law. This was passed. 


Dr. C. N. Wyatt then moved, seconded by Dr. 
Lynch, that the changes in the program of the an- 
nual meeting at Myrtle Beach, as suggested by Presi- 
dent J. D. Guess, be approved. This was passed 
unanimously. 


Adjournment was at 5:40 p. m. 


Respectfully submitted, 


N. B. Heyward, M. D. 
Secretary 
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DEATHS 


GEORGE BALFORD HASELDEN 


Dr. George Balford Haselden, 75, retired, died 
unexpectedly of a heart attack on April 1 at a 
convalescent home in Lynchburg. 

A native of Hemingway, Dr. Haselden was gradu- 
ated from the Medical College of S. C. (Class of 
1911). Following graduation he entered general prac- 
tice in Hemingway, and later went to Sanford, Fla., 
and then to Williamsburg where he worked up to 
the time of his retirement several years ago. 

Dr. Haselden is survived by his widow, the former 
Miss Annie Venters, three brothers and five sisters. 


ALEXANDER STEPHEN BLANCHARD 


Dr. Alexander S. Blanchard, 74, died in Columbia 
on April 8 after a protracted illness. 

A native of Georgia, Dr. Blanchard was a graduate 
of the University of Georgia Medical College (Class 
of 1914). In 1916 he opened an office for general 
practice in Williston where he worked up to the 
time of his death. During World War I he served 
with the armed forces and spent most of his time 
in France. 

Dr. Blanchard was not only a hard working physi- 
cian but was also a leader in his community. He was 
active in the Masons and in the work of the American 
Legion, as well as serving for three terms as Mayor 
= es He was a loyal member of the Baptist 
church. 

He is survived by his widow, the former Miss 
Edna Hair, and four stepsons. 


BIRTHS 


Dr. and Mrs. James C. Shecut of Orangeburg, an- 
pemnee the birth of a daughter, April 1, in Orange- 
vurg. 


Dr. and Mrs. Basil Manly of Columbia, are re- 
ceiving congratulations upon the birth of a daughter, 
born March 6 


NEWS ITEMS 


Dr. Robert A. Gregg is now associated with Dr. 
William H. Thames of Greenville, in the practice of 
general medicine. 


Dr. Karl Morgan Lippert, Chief of the surgical 
service of the Veterans Administration Hospital, was 
banquet speaker at the meeting of the South Carolina 
— Therapy Association held recently in Col- 
umbia. 


Dr. Rowland F. Zeigler of Florence, has been 
elected a Founding Fellow of the newly created 
American Academy of Obstetrics and Bynecology. 


Dr. J. B. Galloway has announced the opening of 
offices in Columbia for the practice of neurology ‘and 
psychiatry. 


Dr. Duncan Pringle was the speaker at the March 
meeting of the Charleston Pediatric Society. 
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Dr. J. F. Woods and Dr. L. V. Jowers of Columbia, 
attended the American Academy of General Prac- 
titioners Assembly held recently in Atlantic City. 


Dr. Henry Robertson of Charleston, attended the 
re a Postgraduate Assembly which was held in 
arch. 


Dr. D. S. Asbill and Dr. J. B. Workman of Col- 
umbia, went down to Savannah recently to attend 
the Georgia Society of Ophthalmology and Oto- 
laryngology. 


Dr. Robert Wilson of Charleston, was in Phila- 
delphia during March for the regular quarterly meet- 
ing of the Credentials Committee of the American 
College of Physicians. 


Dr. John M. Preston has assumed the duties of 
Director of the Richland County Health Department. 


Dr. F. E. Kredel of Charleston, was elected presi- 
dent of the South Carolina Surgical Society, at a 
meeting held recently in Spartanburg. Other officers 
elected at the meeting were Dr. George T. McCutchen, 
Columbia, Vice President; Dr. William C. Cantey, 
Columbia, Secretary-Treasurer. Four new members 
were voted into the Society as follows: Dr. Jackson 
Hancock of Anderson, Dr. Lawson Stoneburner, 
Greenville, Dr. John Hawks, Charleston, and Dr. 
Harvey McConnell of Lancaster. 


DUKE UNIVERSITY POSTGRADUATE 
COURSE 


The annual Duke University Postgraduate course 
will be held at Duke University, June 16, 17, 18, and 
19. Registration fee — $25.00. Room available in 
University Dormitory at $2.00 per day. Meals may 
be obtained in the Oak Room in the University 
Union. Meetings will be held in Duke Hospital 
Amphitheatre. Monday and Tuesday evenings will 
be spent in informal round table discussions. Daytime 
sessions will consist of fifty minute presentations 
followed by ten minute discussion period. No paper 
or discussion will exceed this time limit. 


The distinguished guest of the occasion will be 
Dr. Ralph Platou, Professor of Pediatrics, Tulane 
University. Participating with him in the presenta- 
tions me discussions will be the following members 
of the Duke University School of Medicine Faculty: 
Drs. W. C. Davison; J. M. Arena; J. L. Callaway; 
S. C. Dees; J. S. Harria; L. B. Hohman; E. C. Kun- 
ckle; H. Lowenbach; A. H. London; A. McBryde; 
G. L. Odom; K. L. Pickerell; B. Woodhall. 


ELI LILLY AND COMPANY AIDS FLOOD 
VICTIMS 


Eli Lilly and Company, in accordance with its 
long-established policy, is replacing all Lilly products 
in pharmacies and hospitals ravaged by the flood 
in the Missouri and Mississippi River Valleys. Lilly 
representatives in a dozen states, from Montana to 
Missouri, have been directed to make the replacement 
of Lilly pharmaceuticals and _bio- 
logicals their first order of business. Eli Lilly and 
Company has been replacing stocks 
uninsurable hazards as 
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Along with the replacement of stocks, the Lilly 
company maintains a reserve supply of typhoid vac- 
cine and other biological products which is kept 
ready for fast shipment during disasters. The ship- 
ping personnel of the company stands by twenty-four 
hours a day. 

As the flood waters recede, the replacement of nor- 
mal stocks will be made as fast as drug stores, hos- 
pitals, and wholesale druggists reopen their doors. 
In the event of a threat of an epidemic, however, 
needed drugs are shipped directly to the affected 
area by the fastest suede means of transportation. 


GENERAL PRACTICE POSTGRADUATE 
TRAINING 

The General Practice Group of the University of 
Tennessee has established a postgraduate clinical 
training program for general practitioners. This has 
been approved by the American Academy of General 
Practice for its members. 

The program is designed for the general prac- 
titioner on an individual basis, according to his 
individual needs. One week to one month of training 
is offered. 

Each doctor will spend morning hours in his choice 
of any one of the University specialty fields. This 
will be active work at the resident level. The after- 
noons will be spent in the General Practice Clinic 
where the medical students get active general prac- 
tice experience. Evenings are utilized in the 
emergency room of the John Gaston Hospital which 
is supervised by members of the General Practice 
Staff. 

General practitioners who would like to participate 
or who desire further information, may write to the 
General Practice Office, University of Tennessee, 
Memphis, Tennessee. There is no fee charged for 
this training. 


EMORY ANNOUNCES POST-GRAD 
MEDICAL SHORT COURSES 
Two post-graduate courses will be offered next 
fall by the Emory University School of Medicine, it 
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was announced this week by Dr. Russell H. Oppen- 
heimer, director of medical post-graduate education 
at Emory. 

The courses are expected to attract about 100 phy- 
sicians each. One, on general medicine and surgery, 
will run the week of October 6, and the other, on 
cardiology, the week of October 20. The first is open 
to general practitioners in the region, and will be 
given by Emory in cooperation with the Medical 
Association of Georgia and the Georgia chapter of 
the American Academy of General Practice. 

The cardiology course will be of interest to heart 
throughout the country, Dr. Oppenheimer 

eclared. Guest speakers scheduled are Dr. George 
E. Burch, professor of medicine, Tulane University 
Medical School; Dr. Richard Bing, professor of ex- 
perimental medicine and clinical investigation, Medi- 
cal College of Alabama; and Dr. Eugene Stead, pro- 
fessor of medicine, Duke University Medical School. 


The South Carolina Surgical Society met in 
Spartanburg for its fourth annual meeting on April 
3rd and 4th, 1952. The membership consists of 34 
surgeons in South Carolina of which 30 were present 
at the meeting. The President, Dr. William H. 
Prioleau. of Charleston presided and the meeting 
consisted of first the business meeting, then a ban- 
quet and an address by Dr. Will Sealy of Duke 
University after the banquet. The following day 
there were operative clinics by the members from 
Spartanburg followed by several scientific presenta- 
tions. 

The following officers for 1952 were elected: 

Dr. Frederick Kredel, Charleston _________- President 
Dr. George McCutchen, Columbia_-- Vice-President 
Dr. William C. Cantey, Columbia__Secretary & Treas. 

The following men were elected to membership: 
Dr. Jackson Hancock, Anderson 
Dr. John C. Hawk, Charleston 
Dr. Harvey McConnell, Lancaster 
Dr. Lawson Stoneburner, Greenville 

The next meeting is to be held in Greenville in 
1953. 


WOMAN’S AUXILIARY 
SOUTH CAROLINA MEDICAL ASSOCIATION 


President: Mrs. K. D. Shealy, Columbia, 8. C. 


Publicity Secretary: Mrs. Weston Cook, Columbia, S. C. 


ANNUAL REPORT 


At the beginning of the year 1951-52 the Woman's 
Auxiliary to the South Carolina Medical Association 
took as its main objective an increase in membership. 
The 13 local units, 9 of which are county and 4 
district organizations, have all worked to this end 
and have accomplished a 10% increase in member- 
ship over the state. 


All 13 local urfits have worked hard to secure sub- 
scriptions to Today’s Health, and Pickens County won 
first place in group #1 (membership under 20) in 
the national subscription contest sponsored by the 
magazine. Besides giving a tremendous boost to the 
number of subscriptions in the state, Pickens made 
almost $60.00 in commissions beyond the $40.00 
cash prize. Pickens can also boast of the fact that 
Today's Health was placed in every doctor's and 
dentist's office, every beauty parlor, and every school 
in the county, a record, we believe. 


Realizing the value of our doctors to the com- 
munity and the state, Doctor's Day, a project of the 


Woman's Auxiliary to the Southern Medical Associa- 
tion, was celebrated on or around March 30 with 
cards, flowers, dinners, dances, theatricals, editorials 
and other newspaper and radio publicity. In order 
to preserve the memory of the lives and work of 
doctors, our county historians have this year col- 
lected 60 biographies of deceased physicians. Much 
valuable information has also been preserved by the 
chairman of Research and Romance of Medicine, 
another project of the Southern Auxiliary. 


Although some emphasis was removed from medi- 
cal legislation this year, the Auxiliary has not been 
inactive. Additional resolutions opposing compulsory 
health insurance have been secured, and letters to 
our senators and congressmen have been written 
thanking them for their stand opposing compulsory 
health insurance. With the permission of our ad- 
visory council the state Auxiliary endorsed a bill to 
state legislature providing a system of juvenile courts. 


Nurse recruitment has been carried on through 
the local Auxiliary units. With the cooperation of 
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ocal hospitals and nursing groups, school assembly 
programs have been given and movies shown to 
nterest girls in nursing as a profession. Tours of 
ospitals were conducted and teas for high school 
zirls were given also. Pee Dee Auxiliary awards an 
innual nursing scholarship in memory of Dr. James 
McLeod, and loans were granted two girls from our 
jane Todd Crawford Memorial Loan Fund for Stu- 
dent Nurses. 


The Auxiliary maintains a loan fund for medical 
students who are the sons and daughters of physi- 
cians. No calls have been made on this fund for the 
past several years, but each member pays $1.00 
annually to this fund. There is now a recommenda- 
tion to the executive board that the fund be opened 
to others than the sons and daughters of physicians. 


The Auxiliary has contributed to the community 
welfare through service to the Red Cross, Community 
Chest, nurses’s groups, Crippled Children’s Society, 
Tuberculosis, Cancer, and Heart drives, by showing 
health movies in schools, sponsoring blood donor 
days, helping in a maternity shelter, and in one in- 
stance helping to organize a local dentists’s auxiliary. 
Local Auxiliary units also helped publicize the essay 
contest sponsored jointly by the American Association 
of Physicians and Surgeons and the South Carolina 
Medical Association. Financial contributions were 
made to the Red Cross, Tuberculosis, and Cancer 
Funds, and to the Southern Auxiliary’s Jane Todd 
Crawford Gynecological scholarship fund. 


Auxiliary programs have been in keeping with 
the times, having been on health and Civil Defense. 
The movies “You Can Survive an A-Bomb Attack” 
and “Blood and Bullets” were shown. Speakers were 
heard on Mental Hygiene, Cancer, Crippled Children, 
and Civil Defense. Two unusual and interesting pro- 
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grams were a panel discussion on “What Every 
Auxiliary Member Should Know” and a quiz program 
on Auxiliary organization. 


During the year the Auxiliary has lost five members 
by death, Mrs. Lucia Gaines Shirley of Greenville, 
Mrs. William Henry Johnson and Mrs. Archie Baker, 
Sr. of Charleston, Mrs. J. C. Harris of Lancaster, 
and Mrs. P. M. Temples of Spartanburg. 


As president of the Woman's Auxiliary to the 
South Carolina Medical Association I have visited the 
13 units, speaking on Auxiliary organization and 
projects. Having acquainted myself with the work 
done by the local units as well as knowing the work 
on the state level, I feel qualified to say that it has 
been a successful year. The credit for this success 
belongs, of course, to the local Auxiliaries and to the 
excellent work done by the executive board 

Respectfully submitted, 
Mrs. Kirby D. Shealy 
President 1951-52 


As president of the Woman's Auxiliary to the 
South Carolina Medical Association I have had the 
pleasure and distinction of working with Dr. J. 
Decherd Guess, president of the Medical Association, 
Dr. O. B. Mayer, chairman of Council, Dr. Alfred F. 
Burnside, chairman of our advisory council, Dr. 
Julian Price, editor of the Journal, and Mr. 
Meadors, director of public relations and counsel for 
the Medical Association. Every courtesy and con- 
sideration has been shown to me and to the Aux- 
iliary through the thoughtfulness of these gentlemen, 
and I take this means of expressing my thanks and 
that of the Auxiliary to them and to the groups they 


represent. 
Mrs. Kirby D. Shealy 


CORRESPONDENCE 


TOWN OF BRANCHVILLE 
Branchville, South Carolina 
Dear Dr. Price: 


We are very anxious to get a medical doctor to 
locate in Branchville and we have been advised by 
Dr. Kenneth M. Lynch, President of the Medical 
College of South Carolina to contact you and have 
you put a notice in the $. C. Medical Journal. 


We know that this is a wonderful opportunity for 
a doctor to locate here as our nearest doctor is St. 
George or Bamberg which is about 16 miles from 
here. Branchville has a population of around 1500 
and we have a thickly populated area surrounding 
Branchville which has always patronized a doctor 


here. The Town is offering free office space in- 
cluding lights and water and will assist in any other 
way in helping a doctor get established. 


Our only doctor Dr. Basil M. Mixon had to give 
up private practice here on account of his health 
and is now working in the Orangeburg Regional 
Hospital. 

We will appreciate you running a notice in the 
Medical Journal and if there is any cost for it send 
statement to The Town of Branchville and we will 
send check for it at once. 


Yours very truly, 


D. L. Hutto, Mayor 
Town of Branchville 
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THE TEN POINT PROGRAM 


M. L. MEADORS. DIRECTOR OF PUBLIC RELATIONS AND COUNSEL 


EXPECT 30,000 IN CHICAGO FOR 
A. M. A. SESSION 


More than 30,000 persons—15,000 physicians and 
15,000 persons allied with the medical protession— 
are expected for the annual A. M. A. meeting in 
Chicago, June 9-13. Most of the activity will center 
at Navy Pier, not far from Chicago's Loop. The 
A. M. A. Technical and Scientific exhibits will be 
located in this huge structure, which extends more 
than half a mile into Lake Michigan. Part of the Pier 
is now used to take care of the overflow enrollment 
at the University of Illinois. The Pier was completed 
in 1914 at a cost of nearly five million dollars. 

The Scientific Assembly will open with the General 
Scientific Meetings, Monday, June 9, at 9 A. M. 
These meetings will be held at Navy Pier, where the 
registration bureau also will be located. Registration 
will begin Sunday, June 8, at 10 A. M. At the Palmer 
House, the House of Delegates will meet for several 
days, as will various committees and councils. 

In the Scientific Exhibit will be found special 
exhibits and question and answer conferences cover- 
ing a wide variety of subjects. 

A. M. A. members are cordially invited to visit the 
A. M. A. headquarters during the Chicago meeting. 
Visitors will be welcome any time from 8:30 A. M. 
to 4:00 P. M. Guides will be available for tours 
through the building. 


FCDA NEEDS MEDICAL DIRECTORS 


The Council on National Emergency Medical Serv- 
ice, A. M. A., has called attention to the fact that 
the Federal Civil Defense Administration’s Regional 
Offices are authorized to employ full time medical 
directors to handle medical civil defense problems 
arising within such regional geographical areas. 

In view of the urgency for hiring these medical 
directors at the earliest possible date, the Council on 
National Emergency Medical Service is attempting 
to assist in locating qualified individuals, and has re- 
quested the State Medical Societies to cooperate by 
publicizing information concerning the position, 
which pays $10,800.00 per year. 

The FCDA Regional Office for Region 3, which 
includes South Carolina, is located in Atlanta, and 
inquiries should be addressed to Mr. Wiley L. Moore, 
Director, Bona Allen Building, Atlanta 3, Ga. In- 
formation may be obtained also by contacting the 
offices of the South Carolina Medical Association, 120 
W. Cheves St., Florence, S. C. 

According to a general statement of the FCD Ad- 
ministration, such medical director will be re- 


sponsible “for providing advice, guidance, assistanc« 
and direction to the several states within a designated 
geographical region and through them their politica! 
subdivisions, as regards planning, developing and 
administering of a program designed to provid 
health and special weapons defense services to the 
civilian population during or in the aftermath ot 
enemy attacks.” 


MEDICAL COLLEGES IN VAST EXPANSION 


The greatest expansion program in the history of 
medical education, to cost $250,000,000, is now under 
way in this country. 

Almost every college of medicine in the United 
States is planning to increase its physical facilities. 
New laboratories, additional classrooms, modern 
dormitories and special research clinics are on the 
drawing board or actually under construction. 

At present the country maintains seventy-three 
four-year institutions of medicine, and seven two- 
year colleges. fact-finding com- 
mittees have been set up in at least ten states to 
map plans for the development of new medical col- 
leges. Some of the existing two-year schools will be 
expanded into regular four-year, degree-granting col- 
Iges of medicine. 

These findings are based on a nation-wide survey 
conducted by The New York Times, in which the 
eighty medical colleges and the forty-eight state com- 
missioners of education were reached through question- 
naires. 

In the current academic year—1951-52—the medi- 
cal colleges admitted the largest freshman classes in 
recent history, a total of 7,381 students. The total 
enrollment has been growing steadily since the end 
of World War Il. Now it is slightly above 26,000, 
compared with 23,000 five years ago. 

Despite the expansions now taking place, large 
numbers of qualified applicants are unable to gain 
admittance to any medical college in this country. 
Many of them seek places in foreign institutions. The 
records indicate that 20,000 individuals applied for 
admission to American medical schools for the cur- 
rent college year. As many of them applied to more 
than one institution, the total number of applications 
was more than 70,000 or an average of 3.5 a student. 

More state and municipally owned medical col- 
leges keep out non-residents than ever before. One- 
fourth of the schools exclude all students who do not 
reside in the state, while more than 50 per cent give 
preference to residents. Some of the medical colleges 
admit only two or three out-of-state applicants in any 


Commissions or 
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tering class. The Council on Medical Education of 
4¢ American Medical Association reports that seven- 
-en public colleges do not admit non-residents this 
-ar, compared with nine in 1948, seven in 1947 and 
cone in 1946. 

Of the total freshman class admitted last year by 
tate and municipal schools, less than 7 per cent were 

on-residents, compared with 17 per cent ten years 
go. 

As a result of these geographical restrictions, some 
of the medical colleges have few students from which 
to choose. In some instances a medical school is 
forced to take nearly every one who applies, while 
other colleges can accept only one out of every 
twenty or thirty applicants. This makes for uneven 
scholarship. Whereas A or B students may be turned 
away in the bigname Eastern private colleges, low 
8 or even C students are accepted in the states that 
enforce non-resident regulations. 


$50,000,000 for New Scltools 


According to The Times survey, the medical col- 
leges will spend within the next few years, $50,000,- 
000 for laboratories, $30,000,000 for classrooms and 
$20,000,000 for dormitories. Another $100,000,000 is 
carmarked for research and special projects. In ad- 
dition, the immediate cost for establishing new medi- 
cal institutions will run above $50,000,000, making 
an over-all expansion program of a quarter of a 
billion dollars. 

The University of Rochester Medical School is 
planning a $750,000 new wing to give added space 
for operating facilities and surgical supplies. The 
Medical College of the State of South Carolina plans 
to spend $800,000 for laboratories, $1,000,000 for 
dormitories and $8,250,000 for special and research 
projects, including a teaching hospital. 

Vast improvements are planned at the University 
of Michigan Medical School. A $3,600,000 outpatient 
clinic will be ready for occupancy this fall, while a 
53,000,000 research institute is also under construc- 
tion. The college is also seeking $15,000,000 from the 
Legislature for a medical science building and 
»4,500,000 for a general children’s hospital. 


New Schools Being Started 


To meet the increasing demands for more physicians 
nd medically trained men, at least ten states have 
iken steps to build new medical schools or expand 
heir two-year basic science schools into four-year 


astitutions. The University of California at Los 
\ngeles completed its medical school, and admitted 
's first class last September. 

The University of Mississippi is proceeding rapidly 
ith its plan to make a regular four-year medical 
hool out of its two-year basic science institution. 
Jean D. S. Pamkratz of the school of medicine 
stimates that $8,500,000 will be needed to expand 
‘he physical facilities. An entering class of twenty- 
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eight is to be admitted each year for the next several 
years. Dr. Pamkratz said that the graduate work was 
to be expanded, with special emphasis on general 
practice. 


“We hope to build a rehabilitation center, a new 
state health department, a large student dormitory, a 
nurses’ home and other amcillary medical buildings 


in the near future.” he added. 


The states of New Jersey, Connecticut, Rhode 
Island, Massachusetts and Florida have appointed 
commissions or set machinery in motion to found 
medical colleges. The Legislature of West Virginia 
authorized the expansion of the West Virginia Univer- 
sity School of Medicine to a four-year program, ac- 
cording to present plans. 


All of these new medical projects are planned under 
public auspices. The only medical college under 
private sponsorship is being founded in New York 
City. 


A $25,000,000 medical center comprising colleges 
of medicine, dentistry, nursing and public health is 
being established under the guidance of Yeshiva 
University. The center is to be affiliated with the 
city $36,500,000 hospital project in the Bronx. Ac- 
cording to Dr. Harry M. Zimmerman, director of the 
new college of medicine, the institution will open in 
1953 with an entering class of 100, and will eventually 
have a total student body of 400. The college plans 
to spend $10,000, 000 for its basic medical building. 
A fund-raising campaign is now under way directed 
by State Attorney General Nathaniel L. Goldstein. 


Thirty per cent of the nation’s medical schools re- 
port that they are unable to get sufficient funds to 
meet their operating budgets. Many are engaged in 
campaigns to “keep their heads above water.” Forty- 
five per cent report that they find it difficult to get 
a sufficient number of qualified faculty members. 
However, Dr. Zimmerman reports that the college of 
medicine he heads is experiencing no difficulty in 
enlisting an adequate staff of competent instructors. 


A majority of the medical deans—78 per cent—be- 
lieve that there is a shortage of doctors in this 
country at present, and advocate further expansion of 
medical facilities. Many suggest, however, that the 
shortage could be alleviated with better distribution. 
They point to critical shortage in rural areas. 


For example, the University of Tennessee College 
of Medicine notes: “There is a definite shortage of 
medical service in rural areas. There is also a definite 
shortage in public institutions, such as mental hos- 
pitals and in public health service.” 


Similarly, Dean R. Hugh Wood of the school of 
medicine at Emory University observes: “There is 
unquestionably an, actual shortage. The effect is 
magnified by the additional factor of unequal dis- 
tribution of physicians.” 
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To Admit More Students 


Many institutions are increasing their enrollments 
to meet the demands from their communities for more 
physicians. However, Dr. Wood warns that classes of 
more than 100 may weaken the present high medical 
standards. Rather than greatly increase the enrollment 
of existing schools, additional ones should be estab- 
lished, said Dr. Wood, adding: 

“One of the present threats to the quality of medi- 
cal education stems from the fact that members of 
state legislatures do not understand this point. There 
have been several instances in the last few years in 
which the state government has ordered the medical 
school of the state university to increase its enrollment 
without providing additional facilities and budget.” 

Many medical authorities believe that the existing 
enrollment can be increased without lowering the 
quality, if sufficient funds are obtained to add to the 
physical plant and increase the faculty. Every one 
reached in The Times’ study urged that the high 
standards in medical education be safeguarded. (The 
New York Times, Sunday, March 2, 1952) 


POSTGRADUATE STUDY EXPENSES 


The American Medical Association reports another 
step in its long fight to get the Internal Revenue 
Bureau to permit physicians to deduct expenses in- 
curred in the pursuit of postgraduate study from 
federal income taxes. 

Thirty years ago the internal revenue commissioner 
ruled that a doctor's postgraduate expenses were 
personal in nature and, therefore, not deductible for 
income tax purposes. On numerous occasions the 
A. M. A. House of Delegates expressed the viewpoint 
that this ruling was in error and urged its reversal, 
but, to date, all efforts have been futile. 

Recently, the A. M. A.’s legal department learned 
that a case was pending before the U. S. Tax Court 
in Washington involving the right of a lawyer to 
deduct expenses incurred by him in taking a special 
course on federal taxes. Since the lawyer’s problem 
and that of the physician are identical, the A.M.A. 
filed a brief as amicus curiae “friend of the court.” 

The A. M. A. set out numerous arguments in sup- 
port of its stand. 

The brief said that “in order to maintain and pre- 
serve their professional practice, lawyers, doctors, 
architects, engineers and accountants necessarily en- 
gage in a continuous process of education throughout 
their professional lives. For professionals cannot 
_adequately serve their clients or patients unless their 
precious fund of knowledge is always kept fresh and 
intact . . . . The expenses of maintaining professional 
competence easily qualify as deductible business out- 
lays. Obviously, the sums paid are directly connected 
with a trade or business. They are intimately related 
not only to the various professions, but to the pro- 
duction of income from those professions.” 
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The brief also pointed out the inconsistency in the 
Internal Revenue Bureau’s stand. The bureau allows 
a physician income tax deductions for subscriptions 
to medical journals, expenses of attending professional 
conventions, dues paid to professional societies, and 
the costs of professional texts and services. Yet it 
does not allow deductions in connection with other 
postgraduate study involving attendance at formal 
courses, 

The Tax Court is expected to hand down a decision 
in the case shortly. 


GIVE THE PATIENT A BREAK 


Medical students and doctors have a language of 
their own. It’s a highly-specialized jargon and serves 
a very useful purpose. We don’t say that a patient 
has chronic inflammation of the lungs caused by the 
inhalation of mineral dust; we simply say that he has 
pneumonoconiosis. We've used one word instead of 
twelve—seven syllables instead of twenty-one. But 
what about the patient who has all this dust in his 
lungs? Does he know any more than he did when he 
first had trouble breathing? Let’s take another ex- 
ample. 

A patient may come into your office covered with 
pale red patches. He won’t know whether he has a 
rare tropical disease or a minor skin irritation. In any 
event, he'll probably be scared. He’s lived a normal, 
healthy life and suddenly he’s a mass of red blotches. 
As soon as you've examined him, he'll want to know 
what’s wrong. Tell him he has pityriasis rosea and 
he'll want to know what that is. It sounds pretty bad 
to him. If you tell him that it’s a self-limited skin dis- 
ease, that you don’t know anything about the etiologic 
agent but that you can probably cure him _ by 
empirical methods, you've made a nervous wreck out 
of a patient that probably would have recovered if 
he’d never come to see you. 

Unless he insists on knowing the scientific name 
for his malady, why floor him with something as 
deadly-sounding as pityriasis rosea? Why not tell 
him he has a skin disease which is relatively rare but 
seldom serious and that you can probably clear it 
up with ultraviolet treatments? Tell him that there’s 
very little chance that his wife and four children will 
catch it and that it would have gone away eventually 
even if he hadn't come to see you. 

Instead of a doomed man, you have a grateful! 
patient. Perhaps he'll try to remember the “long name” 
and get some undeserved sympathy from his wife. 
But isn’t that better than sending a man out of your 
office who felt pretty good an hour before and is 
now going home to read his will? 

Whether it’s pneumonoconiosis or pityriasis rosea, 
tell him, in his language, exactly what’s wrong. These 
explanations may be time-consuming but imagine 
how you'd feel if someone told you that you had 
advanced pheriod stiemeremia. Let’s give the patient 
a break! (Journal of the Student AMA, April, 1952) 
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CHANGES IN THE MEMBERSHIP AND FELLOWSHIP STRUCTURE 
OF THE AMERICAN MEDICAL ASSOCIATION 1949-1952 


1918 to 1949 


Prior to 1950, and since the year 1918, all physicians who were members of their State Society were 
non-dues paying members of the American Medical Association. 

Of the 144,211 members of the A. M. A. in June, 1949, 77,723 were listed as fellows. Fellows paid dues 
to the A. M. A. and received THE JOURNAL A. M. A. 


1949 
The House of Delegates of the A. M. A. assessed all members of the A. M. A. $25.00, but this assess- 
ment was voluntary and not compulsory. This was the only assessment made. 

1950 


There was no assessment in 1950. The A. M. A., for the first time, set the dues for membership in the 
A. M. A. at $25.00 a year. If these dues were not paid by the end of the year the member was 
dropped for non-payment; before he could be reinstated, it was necessary for him to pay the de- 


linquent year’s dues. 


The 1950 dues did not include a subscription to THE JOURNAL A. M. A. 
A member in 1950 again had to pay fellowship dues to receive THE JOURNAL A. M. A., or could 


subscribe to it separately. 


1951 


The membership dues in the A. M. A. in 1951 were $25.00 and included a subscription to THE JOUR- 
NAL A. M. A. Fellowship dues were reduced but no longer included a subscription to THE JOURNAL 


A. M. A. 


1952 


The same as 1951, except that there are no fellowship dues and fellowship cards are not being issued. 
Fellowship will probably be abolished after the Annual Meeting of the A. M. A. in June, 1952. 


The following summary will further clarify the changes from 1949 to 1952: 


MEMBERSHIP IN THE 
AMERICAN MEDICAL 
ASSN. 
Membership dues in the A.M.A. 
never included Fellowship dues. 
Membership dues have been 
payable only through the 

County and State Societies. 


YEAR 

1949 

Assessed $25.00 but payment 
not compulsory. 

1950 

Dues of $25.00 did not include 
THE JOURNAL. 

1951 

lhues of $25.00 included THE 
JOURNAL. 

1952 

lues of $25.00 include THE 
JOURNAL. 


FELLOWSHIP IN THE 
AMERICAN MEDICAL 
ASSN. 

Fellowship in the A.M.A. was 
dependent upon membership in 
the State and County Societies 
and the A.M.A. Fellowship 
dues were payable to the 
A.M.A. and were in addition to 

the membership dues. 


Dues of $12.00 included THE 
JOURNAL A. M. A. 


Dues of $12.00 included THE 
JOURNAL. 


Dues of $5.00 did not include 
THE JOURNAL. 


No fellowship dues for 1952. 


SUBSCRIPTION PRICE OF 
THE JOURNAL A.M.A. 
Since January 1, 1951, the 
price of THE JOURNAL has 
been included in membership 
dues; rates below for 1951 and 
1952 are for non-members, and 
laymen. Anyone may subscribe 

to THE JOURNAL. 
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1952 IS THE YEAR OF DECISION 

So says the Medical Society of New Jersey and in 
a recent membership letter offers this comment: 

Nothing is more repugnant to irresponsible people 
than inescapable responsibility, nothing more dis- 
tasteful to the weekly vacillating than the necessity 
for strong and definite action. 

This year upon which we are now entering is 
destined to prove, for all times, the character of the 
American people. In this year of Presidential election 
either we will demonstrate that we are a thoughtful, 
vigorous people of dedicated and lofty purpose, or 
we will reveal ourselves as muddle-minded and _in- 
different, ready to tolerate and even to assist the 
agencies of our deterioration and debasement. 

For the preservation and continuance of our na- 
tional life and character we are called upon in 1952 
to act. We shall need all the best of wisdom and 
courage that good men can muster and God can 
give. If we cannot meet the challenge of these critical 
times, it may well be that we shall never know again 
the privilege of free choice. Should we this time fail 


LIFETIME ACCIDENT INDEMNITY 


TWO YEARS SICKNESS INDEMNITY 
FOR PHYSICIANS AND SURGEONS 
Eighteen Years of Satisfactory Service to the Medical Profession 


HERE IS A POLICY WITH NO TECHNICALITIES 


Incontestable after one year, as to origin of disability. 
No age limit, if policy is purchased before age 60. 

No house confinement required. 

Non-cancellable for period during which premium is paid. 
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as articulate, free men, we must be prepared hence - 
forth to drag out our lives as voiceless slaves. 

The members of the medical profession have 
double duty, as doctors and as citizens, to do all thai 
they can to influence public opinion and action in 
the interests of the common good. The question t. 
be answered is not “What kind of medicine shall we 
have to practice in the America of tomorrow?’”—but 
“What kind of America shall we have tomorrow to 
practice medicine in?” 1952 will in large part supply 
the answer. 

A total war is being waged. Our adversaries are 
united, determined, devious, and relentless. Should 
they win, we, the citizens, will hereafter serve the 
government instead of having the government serve 
us. 

Ours is still the power of free decision. This year 
we are called upon again to employ it. Shall history 
record that we exercised this privilege wisely and 
well in 1952, or will it report that we used it for 
the last time? (Reprinted From Rocky Mountain 
Medical Journal, March 1952) 


Loss of Time: Pays $400.00 per month 
for Total Disability due to ACCIDENT 


LIFE 


Loss of Time: Pays $400.00 per month 
for Total Disability due to SICKNESS up to 


$9600.00 


Hospital or Graduate Nurse at home, 
$200.00 per month, additionally, up to 


400.00 


Surgeons Fees: If your injuries require a doctor, 
but cause no loss of time, bills are paid, up to 


100.00 


RALPH GOLDEN 


316 JEFFERSON STANDARD BLDG. 


INDEMNITIES MAY BE PURCHASED AS ABOVE 
OR FOR SMALLER AMOUNTS 


WRITE 


BOX 2792 
INTER-OCEAN INSURANCE COMPANY 


LEE FENTRESS, JR. 


GREENSBORO, N. C. 


